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INTRODUCTION 
Health Policy Making in India 


The Union Government released the Draft National Health Policy (NHP) which takes into 
account new diseases and revolutionary changes in medical science since the last health 
policy. It talks about reducing inequities and regional imbalances in the health sector and 
strengthening the primary health care network all over the country. By setting up a 
Medical Grants Commission to provide resources for upgradation of the existing 
government medical colleges and ensuring an improved standard of medical education, 
the policy envisages to improve the health care delivery system. 


Over the years, especially since independence there was a remarkable improvement in life 
expectancy at birth, birth and death rate and infant mortality rate, stated in the policy 
statement. Infrastructural improvement resulted in epidemiological shifts. Incidences of 
communicable diseases declined whereas sexual infections and emerging non- 
communicable diseases took its toll. Achievement of an acceptable, affordable and 
sustainable standard of good health and an appropriate health system to reduce disease 
‘burden is the main thrust of the new policy. 


The public health expenditure has been found to be low as compared to the total health 
expenditure. Improving public health system through financial packages and programme 
strategies to correct imbalances among states is of priority. Public health system will be 


strengthened through addressing distortions and shortcomings stated as the major focus 
of NHP. 


Over the years, the private health care has enlarged in the country and continues to be 
characterised by malpractices, substandard facilities and unqualified staff. Absence of 
regulatory environment, uneven quality and narrow range of service, and high propensity 
for over diagnosis and cost are characteristics of the private sector, which constitute 80 
percent of outpatient treatment and 55 percent of inpatient care. The new policy 
encourages setting up of private insurance instruments to bring secondary and tertiary 


sectors under private health insurance coverage. 


CEHAT, over the years, has been advocating for improving quality of health care through 
research and action. The major areas in which CEHAT contributed are accreditation, 
regulation, medical ethics, health care utilisation and health expenditure studies 
and health sector reform and right to health care. Research, action and advocacy on 
these and other related issues by CEHAT on its own and in collaboration with other 
institutions, organisations and movements has substantially impacted the agenda on 


health issues. 


This panorama is an endeavour to put together policy documents, research papers and 
articles that can facilitate understanding of various issues on health policy. This 
panorama, with its two distinct sections, discusses the Draft National Health Policy - 2001 


and the National Health Policy 1982. 


Followed by the Draft National Policy (NHP) are some of the comments and criticisms 
raised by various advocacy groups and activists through media. In its brief critique, the 
Jan Swasthya Abhiyan (JSA) points out the arbitrary nature of finalisation of the policy. 
The draft is silent on village health worker - the first contact in the piimary health care 
system, population control programme and the impact of pharmaceuticals on health care. 
It conflicts with the increased drug prices and non-availability of essential drugs and its 
impact on health sector. The ignored areas are women's health, child health, medical 
education to the needs of primary care, ban of private medical colleges or their regulation, 
necessity to initiate research on public health, regulation of medical research and 
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Anant Phadke in his comparison of NHP with People's Nealth Charter raises a few points. 
The policy does not state the essentials of good health. 


Quoting from activists and academicians Davinder Kumar in his discussion criticises the 
pay and be treated’ policy in a country having a sizeable population below poverty line. 
Prescriptions of policy fail to address collapse of primary health care system, poor 
coverage of women's health and prevention of infant mortality. Expenditure in public 
health system is low to make it the most privatised health system in the world. Advantage 
of India having lowest prices of drugs in the world will be lost if a drug policy favouring 
public health concerns is not put in place before 2005. 


Sandhya Srinivasan explains yet another aspect, which requires immediate attention in 
the NHP. It is the attention to declining sex ratio, which was caused by prenatal sex 
detection tests promoted by medical profession. Sex selective abortions followed by 
prenatal sex detection tests are of wide practice all over the country. Doctors are even 
hawking these techniques with mobile sonography units. Private health sector which has 
grown through subsidies for medical education, soft loans to set up medical practice etc., 
are now privileges of the rich but the only option of the poor as well. 


Ravi Narayan discusses ‘Health for All' in the context of People's Health Assembly, where 


ia Charter - and unambiguously endorses a call for action for health as a human 
nght. 


There are certain news clippings - comments of j i ; : 
Journalists on health pol Cy, which ar 
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- Health Survey and 
sh India (in 1943) in 
India is below that of 


developed countries of 1940s. The reasons attributed are insanitary conditions, defective 
nutrition, inadequacy of the existing medical and preventive health organisation and lack 
of health education. The major stress in the report was on making health services 
available to all citizens, irrespective of their ability to pay. 


The Declaration of Alma Ata in 1978 stressed the need to achieve fullest attainment of 
health and to reduce the gap between the health status of developed and developing 
countries. Primary health care has been emphasised in the declaration. 


Prior to the formation of National Health Policy, Indian Council of Social Science Research 
and Indian Council of Medical Research organised a meeting, which gave rise to certain 
recommendations for policy formulation. On health sector formation of a National 
Population Commission, improvement of nutrition through adequate food production, 
improvement of environment to reduce infection, health education, an alternative model of 
health care services, expansion and improvement of MCH services, eradication of 
communicable diseases, training of health manpower, formation of a drug policy, priority 
areas of research viz., epidemiology, communicable diseases, environmental research, 
drug research and problems of rural water supply and sanitation, indigenous medicine 
etc., were recommended. Recommendations were also made on forming an administrative 
machinery at central and state governments and financial management. 


The National Health Policy 1982 was initiated in this context of high population growth 
having an adverse effect on health of people. 


Ravi Duggal in his critical review of health policy issues pointed out the recommendauons 
made by Bhore Committee for a universal and comprehensive health care system in 
comparison with existing growth of health care delivery system. A lion share of public 
health facilities is concentrated in urban areas. Private health facilities are largely 
uncontrolled and unregulated. The shortcomings of the policy, pointed by Duggal, are its 
inability to define character of health sector in India, rejection of the so called western 
model in favour of the low cost community based model and finally the failure to comment 
on private health sector. Problem areas identified are beyond the purview of the Ministry 
of Health, with independent policies ministry can make useful contribution. He has 
identified certain issues for a new health policy. 


Padma Prakash in her paper on ‘Women: Blind Spot in Health Policy’ points out the failure 
of Alma Ata Declaration to reflect women's health, neglect of women's health in policy and 


programmes and the blinkered vision of women's health. This invisibility of women in 
health policy has consequences for the nature of information collected and the manner in 


which data are analysed. 


It was the women's health issues that received attention during the period. An initiative 
from VHAI and WAH! entitled ‘Towards Comprehensive Women's Health Policy and 
Programme’ addressed issues of Ninth Five Year Plan and the National Health Policy for 
the empowerment of women. They reviewed various committees, historically, in relation to 
women's health. They pointed out the very fact of low women's status despite government 
policies, programmes and efforts. And thus recommended to formulate a health policy 


responsive to women's health needs. 


Phadke has explained drug policy, an important recommendation of the ICSSR-ICMR 
panel, in his overview. He states the increase in drug production with the Indian Patent 
Act 1970. Even the recommendations given by Hathi Committee were not used to 
prioritise drug production or procurement in India. Government's response to the 
Committee's recommendation to take prompt measures to eliminate irrational drug 
combinations was not prompt. A rational drug policy has been popularised by the Drug 


Action Groups. 


Peer imi of 
The Draft National Policy on Indian System of Medicine brought out ee bagi 
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critique by VR Raman. 
This publication is part of CEHAT's information dissemination and advocacy site 2s 
on selected public health issues. This is the third in this series. The first was O Bere yiaer 
as a Public Health Issue and the second was on Abortions 1n India. Your comm 
feedback will be very useful in improving and strengthening this initiative. 


Asharaf, A. 
Publications Officer 
5 January, 2002. 


Section I 


DRAFT NATIONAL HEALTH POLICY - 2001 


1. INTRODUCTORY 


1.1 A National Health Policy was last formulated in 1983 and since then, there have been very 
marked changes in the determinant factors relating to the health sector. Some of the policy 
initiatives outlined in the NHP-1983 have yielded results, while in several other areas, the 
outcome has not been as expected. 


1.2 The NHP-1983 gave a general exposition of the recommended policies required in the 
circumstances then prevailing in the health sector. The noteworthy initiatives under that policy 
ewvere °- 


i. A phased, time-bound programme for setting up a well-dispersed network of 
comprehensive primary health care services, linked with extension and health education, 
designed in the context of the ground reality that elementary health problems can be 
resolved by the people themselves; 


ee Intermediation through Health volunteers’ having appropriate knowledge, simple skills 
and requisite technologies; | 


iii. Establishment of a well-worked out referral system to ensure that patient load at the 
higher levels of the hierarchy is not needlessly burdened by those who can be treated at 


the decentralized level; 


iv. An integrated net-work of evenly spread speciality and super-speciality services; 
encouragement of such facilities through private investments for patients who can pay, SO 
that the draw on the Government's facilities is limited to those entitled to free use. 


1.3 Government initiatives in the pubic health sector have recorded some noteworthy successes 
over time. Smallpox and Guinea Worm Disease have been eradicated from the country; Polio is on 
_ the verge of being eradicated; Leprosy, Kala Azar, and Filariasis can be expected to be eliminated 
in the foreseeable future. There has been a substantial drop in the Total Fertility Rate and Infant 
Mortality Rate. The success of the initiatives taken in the public health field are reflected in the 
progressive improvement of many demographic / epidemiological / infrastructural indicators over 


time — (Box-]). 


he Years - 195 1-2000 Achievements 


Box-1 : se ea ea 


Demographic Changes 54 64.6(RGI) 
an ae i mals 33.9(SRS) | 26.1(99 SRS) 
Crude Bi Hee 12.5(SRS) | €.7(99 SRS) 
Crude Dea 110 70 (99 SRS) 


IMR 
Epidemiological Shifts 
Malaria (cases in million) 
Leprosy cases per 10,000 
population 

Small Pox (no of cases) 
Guineaworm ( no. of cases) 

Polio 
Infrastructure 


2.9 2.2 


57.3 3.74 


Eradicated 
| >39,792 
29709 


| Eradicated 
265 


57,363 1,63,181 (99-RHS) 


SC/PHC/CHC 

Dispensaries &Hospitals( all) 23,555 43,322 (95-96-CBHI) 

Beds (Pvt & Public) 569,495 8,70,161 (95-96-CBHI) 

Doctors(Allopathy) 2,68,700 | 5,03,900 (98-99-MC]I) 
1,43,887 7,37,000 (99-INC) 


Nursing Personnel 


1.4 While noting that the public health initiatives over the years have contributed significantly to 
the improvement of these health indicators, it is to be acknowledged that public health 
indicators/disease-burden statistics are the outcome of several complementary initiatives under 
the wider umbrella of the developmental sector, covering Rural Development, Agriculture, Food 
Production, Sanitation, Drinking Water Supply, Education, etc. Despite the impressive public 
health gains as revealed in the statistics in Box-I, there is no gainsaying the fact that the 


health indices are, in turn, an indication of the limited success of the public health system to 


1990s. Over the years, an increasing level of insecticide-resistance has dev. i 1 
vectors in many parts of the country, while the incidence of the more dead Om ee, eelatisl 
has risen to about 50 percent in the country as a whole. In respect of TB, the public health 
scenario has not shown any significant decline in the pool of infection amongst the communi 
and, there has been a distressing trend in increase of drug resistance in the type of aL 


» not merely 
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1.6 NHP-2001 will attempt to set out a new policy framework for the accelerated achievement of 
Public health goals in the socio-economic circumstances currently prevailing in the country. 


2. CURRENT SCENARIO 
2.1 FINANCIAL RESOURCES 


The public health investment in the country over the years has been comparatively low, and as a 
percentage of GDP has declined from 1.3 percent in 1990 to 0.9 percent in 1999. The aggregate 
expenditure in the Health sector is 5.2 percent of the GDP. Out of this, about 20 percent of the 
ageregate expenditure is public health spending, the balance being out-of-pocket expenditure. The 
central budgetary allocation for health over this period, as a percentage of the total Central 
Budget, has been stagnant at 1.3 percent, while that in the States has declined from 7.0 percent 
to 5.5 percent. The current annual per capita public health expenditure in the country is no more 
than Rs.160. Given these statistics, it is no surprise that the reach and quality of public health 
services has been below the desirable standard. Under the constitutional structure, public health 
is the responsibility of the States. In this framework, it has beer. the expectation that the principal 
contribution for the funding of public health services will be from States’ resources, with some 
supplementary input from Central resources. In this backdrop, the contribution of Central 
resources to the overall public health funding has been limited to about 15 percent. The fiscal 
resources of the State Governments are known to be very inelastic. This itself is reflected in the 
declining percentage of State resources allocated to the health sector out of the State Budget. If 
the decentralized pubic health services in the country are to improve significantly, there is a need 
for injection of substantial resources into the health sector from the Central Government Budget. 
This approach, despite the formal Constitutional provision in regard to public health, is a 
necessity if the State public health services - a major component of the initiatives in the social 
sector - are not to become entirely moribund. The NHP-2001 has been formulated taking into 
consideration these ground realities in regard to the availability of resources. 


2.2 EQUITY 


2.2.1 In the period when centralized planning was accepted as a key instrument of development in 
the country, the attainment of an equitable regional distribution was considered one of its major 
objectives. Despite this conscious focus in the development process, the statistics given in Box-Il 
clearly indicate that attainment of health indices have been very uneven across the rural —- urban 


divide. 


; als in Health Os 
Box ee Mort Weight For | MMR/ ae per Cases 
Sector Populatio Per 1000 | ality rc of | (Annual 10000 year y. 
n BPL (%) | 5 ive per 1000 | % : popula-tion | (in 
Children Repor thousan 


Births (NFHS II) 


(1999- 


Under 3 


Better 

Performing 

States 9.1 
Kerala 138 
Maharastra 56 


TN 


Low . 
Performing 
States 
Orissa 
Bihar 
Rajasthan 
UP 
MP 


Also, the statistics bring out the wide differences between the attainments of health goals in the 
better- performing States as compared to the low-performing States. It is clear that national 
averages of health indices hide wide disparities in public health facilities and health standards in 
different parts of the country. Given a situation in which national averages in respect of most 
indices are themselves at unacceptably low levels, the wide inter-State disparity implies that, for 
vulnerable sections of society in several States, access to public health services is nominal and 
health standards are grossly inadequate. Despite a thrust in the NHP-1983 for making good the 
unmet needs of public health services by establishing more public health institutions at a 
decentralized level, a large gap in facilities still persists. Applying current norms to the population 
projected for the year 2000, it is estimated that the shortfall in the number of SCs/PHCs/CHCs is 
of the order of 16 percent. However, this shortage is as high as 58 percent when disaggregated for 
CHCs only. The NHP-2001 will need to address itself to making good these deficiencies so as to 
narrow the gap between the various States, as also the gap across the rural-urban divide. 


2.2.2 Access to, and benefits from, the public health system have been ve 

: ; : ry uneven between the 
better-endowed and the more vulnerable sections of society. This is particularly true for women 
children and the socially disadvantaged sections of society. The statistics given in Box-III highli ht 
the handicap suffered in the health sector on account of socio-economic inequity. ; 


Box-Ill : Differentials in Health status Among Socio-Economic Groups 


Indicator 
Infant Children 
Mortality /1000 


Social Inequity 
Scheduled Castes 
Scheduled Tribes 
Other Disadvantaged 
Others 


| 2.2.3 It is a principal objective of NHP-2001 to evolve a policy structure which reduces these 
inequities and allows the disadvantaged sections of society a fairer access to public health 
services. 
LIVERY OF NATIONAL PUBLIC HEALTH PROGRAMMES 


2.3 DELIVERY OF NATIONAL PUBLIC HEALTH PROGRAMMES 


2.3.1 It is self-evident that in a country as large as India, which has a wide variety of socio- 
economic settings, national health programmes have to be designed with enough flexibility to 
permit the State public health administrations to craft their own programme package according to 
their needs. Also, the implementation of the national health programme can only be carried out 
through the State Governments’ decentralized public health machinery. Since, for various 
considerations, the responsibility of the Central Government in funding additional public health 
services will continue over a period of time, the role of the Central Government in designing broad- 
based public health initiatives will inevitably continue. Moreover, it has been observed that the 
technical and managerial expertise for designing large-span public health programmes exists with 
the Central Government in a considerable degree; this expertise can be gainfully utilized in 
designing national health programmes for implementation in varying socio-economic settings in 


the states. 


2.3.2 Over the last decade or so, the Government has relied upon a ‘vertical’ implementational 
structure for the major disease control programmes. Through this, the system has been able to 
make a substantial dent in reducing the burden of specific diseases. However, such an 
organizational structure, which requires independent manpower for each disease programme, is 
extremely expensive and difficult to sustain. Over a long time-range, vertical’ structures may only 
be affordable for diseases, which offer a reasonable possibility of elimination or eradication in a 
foreseeable time-span. In this background, the NHP-2001 attempts to define the role of the 
Central Government and the State Governments in the public health sector of the country. 


2.4 THE STATE OF PUBLIC HEALTH INFRA-STRUCTURE 


2.4.1 The delineation of NHP-2001 would be required to be based on an objective assessment of 
the quality and efficiency of the existing public health machinery in the field. It would detract from 
the quality of the exercise if, while framing a new policy, it is not acknowledged that the existing 
public health infrastructure is far from satisfactory. For the out-door medical facilities in 
existence, funding is generally insufficient; the presence of medical and para-medical personnel is 
often much less than required by the prescribed norms; the availability of consumables is 
frequently negligible; the equipment in many public hospitals is often obsolescent and unusable; 
and the buildings are in a dilapidated state. In the in-door treatment facilities, again, the 
equipment is often obsolescent; the availability of essential drugs is minimal, the capacity of the 
facilities is grossly inadequate, which leads to over-crowding, and consequentially to a steep 


lic health facilities, 

h inadequate pub dl 
rvices. As a result of such OPD services and less 

of the. ae lation seeks the is in. deopile the 


percent of the popu , 
pocket payments for private 


deterioration in the quality ) 
t in public hospitals. 
basic nutrition. 


' , than 20 
t has been estimated that less hat Fe 
ren 45 percent avails of the facilities for in-door — hg 2 a 
fact that most of these patients do not have thé Et diture for items such as 
health services except at the cost of other essential expen 


2.5 EXTENDING PUBLIC HEALTH SERVICES 
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NHP-2001. : 
2.6 ROLE OF LOCAL SELF-GOVERNMENT INSTITUTIONS 


2.6.1 Some States have adopted a policy of devolving programmes and funds in the health sector 
through different levels of the Panchayati Raj Institutions. Generally, the experience has been a 
favourable one. The adoption of such an organisational structure has enabled need-based 
allocation of resources and closer supervision through the elected representatives. NHP- 2001 
examines the need for a wider adoption of this mode of delivery of health services, in rural as well 


as urban areas, in other parts of the country. 
2.7 MEDICAL EDUCATION 


2.7.1 Medical Colleges are not evenly spread across various parts of the country. Apart from the 
uneven geographical distribution of medical institutions, ,the quality of education is highly 
uneven and in several instances even sub-standard. It is a common perception that the syllabus 
is excessively theoritical, making it difficult for the fresh graduate to effectively meet even the 
primary health care needs of the population. There is an understandable reluctance on the part of 
graduate doctors to serve in areas distant from their native place. NHP-2001 will suggest policy 
initiatives to rectify these disparities. 


2.7.2 Certain medical discipline, such as, molecular biology and gene-manipulation, have become 
relevant in the period after the formulation of the previous National Health Policy. Also, certain 
Speciality disciplines — Anesthesiology, Radiology and Forensic Medicines - are currently very 
Scarce, resulting in critical deficiencies in the package of available public health services. The 


2.8 NEED FOR SPECIALISTS IN ‘PUBLIC HEALTH’ AND ‘FAMILY MEDICINE”. 


2.8.1 In any developing country with inadequate availability i : | 
na of health services, the requi 
expertise in the areas of ‘public health’ and family medicine’ is very much more these the owes 


10 


health sector. Also, the current curriculum in the graduate / post-graduate courses is outdated 
and unrelated to contemporary community needs. In respect of family medicine’, it needs to be 
noted that the more talented medical graduates generally seek specialization in clinical 
disciplines, while the remaining go into general practice. While the availability of postgraduate 
educational facilities is 50 percent of the total number of the qualifying graduates each year, and 
can be considered adequate, the distribution of the disciplines in the postgraduate training 
facilities is overwhelmingly in favour of clinical specializations. NHP-2001 examines the need for 
ensuring adequate availability of personnel with specialization in the ‘public health’ and ‘family 
medicine’ disciplines, to discharge the public health responsibilities in the country. 


2.9 URBAN HEALTH 


2.9.1 In most urban areas, public health services are very meagre. To the extent that such 
services exist, there is no uniform organisational structure. The urban population in the country 
is presently as high as 30 percent and is likely to go up to around 33 percent by 2010. The bulk of 
the increase is likely to take place through migration, resulting in slums without any 
infrastructure support. Even the meagre public health services available do not percolate to such 
unplanned habitations, forcing people to avail of private health care through out-of-pocket 
expenditure. The rising vehicle density in large urban agglomerations has also led to an increased 
number of serious accidents requiring treatment in well-equipped trauma centres. NHP-2001 will 
address itself to the need for providing this unserved population a minimum standard of health 
care facilities. ” 


2.10 MENTAL HEALTH 


2.10.1 Mental health disorders are actually much more prevalent than are visible on the surface. 
While such disorders do not contribute significantly to mortality, they have a serious bearing on 
the quality of life of the affected persons and their families. Serious cases of mental disorder 
require hospitalization and treatment under trained supervision. Mental health institutions are 
perceived to be woefully deficient in physical infrastructure and trained manpower. NHP-2001 will 
address itself to these deficiencies in the public health sector. 


2.11 INFORMATION, EDUCATION AND COMMUNICATION 


2.11.1 A substantial component of primary health care consists of initiatives for disseminating, to 
the citizenry, public health-related information. Public health programmes, particularly, need high 
visibility at the decentralized level in order to have any impact. This task is particularly difficult as 
35 percent of our country’s population is illiterate. The present IEC strategy is too fragmented, 
relies heavily on mass media and does not address the needs of this segment of the population. It 
is often felt that the effectiveness of IEC programmes is difficult to judge; and consequently, it is 
often asserted that accountability, in regard to the productive use of such funds, is doubtful. 
NHP-2001, while projecting an IEC strategy, will fully address the inherent problems encountered 
in any IEC programme designed for improving awareness in order to bring about behavioural 


change in the general population. 


2.11.2 It is widely accepted that school and college students are the most receptive targets for 
imparting information relating to basic principles of preventive health care. NHP-2001 will attempt 
to target this group to improve the general level of health awareness. 


2.12 MEDICAL RESEARCH 


activity in the country has been very limited. In the 
Government, such research has been confined to the research institutions under the Indian 
Council of Medical Research, and other institutions funded by the States/Central Government. 
Research in the private sector has assumed some significance only in the last decade. In our 
country, where the aggregate annual health expenditure is of the order of Rs. 80,000 crores, the 


2.12.1 Over the years, medical research 
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2.13 ROLE OF THE PRIVATE SECTOR 


: be, since 
2.13.1 Considering the economic restructuring underway in the ieee OVEE ee es Be 
the last decade, the changing role of the private sector in providing he will 


addressed in NHP 2001. Currently, the contribution of private health care 1S einer ae 
independent practitioners. Also, the private sector contributes significantly to gates me wei, 
and some tertiary care. With the increasing role of private health care, the re es, 
licensing and monitoring of minimum standards of diagnostic centres t medic ; in to 

becomes imperative. NHP-2001 will address the issues regarding the establishment ofa pose : = 
mechanism to ensure adequate standards of diagnostic centres / medical institutions, conduct o 


clinical practice and delivery of medical services. 


2.13.2 Currently, non-Governmental service providers are treating a large number of patients at 
the primary level for major diseases. However, the treatment regimens followed are diverse and 
not scientifically optimal, leading to an increase in the incidence of drug resistance. NHP-2001 will 
address itself to recommending arrangements, which will eliminate the risks arising from 


inappropriate treatment. 


2.13.3 The increasing spread of information technologt raises the possibility of its adoption in the 
health sector. NHP-2001 will examine this possibility. 


2.14 ROLE OF THE CIVIL SOCIETY 


2.14.1 Historically, the practice has been to implement major national disease control 
Programmes through the public health machinery of the State/Central Governments. It has 
become increasingly apparent that certain components of such programmes cannot be efficiently 
implemented merely through government functionaries. A considerable change in the mode of 
implementation has come about in the last two decades, with an increasing involvement of NGOs 


carrying out of the pathological tests; dissemination of information regarding di control an 
; : : sease 
other general health information. NHP-2001 wil] address such issues — sugs yee 


of civil society. 


2.15 NATIONAL DISEASE SURVEILLANCE NETWORK 
SRE DERVEILLANCE NETWORK 


2.15.1 The technical network available in the country for disease surv 
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Disease statistics are not flowing through an integrated network from the decentralized public 
health facilities to the State/Central Government health administration. Such an arrangement 
only provides belated information, which, at best, serves a limited statistical purpose. The absence 
of an efficient disease surveillance network is a major handicap in providing a prompt and cost 
effective health care system. The efficient disease surveillance network set up for Polio and 
HIV/AIDS has demonstrated the enormous value of such a public health instrument. Real-time 
information of focal outbreaks of common communicable diseases — Malaria, GE, Cholera and JE 
~ and other seasonal trends of diseases, would enable timely intervention, resulting in the 
containment of any possible epidemic. In order to be able to use an integrated disease surveillance 
network, for operational purposes, real-time information is necessary at all levels of the health 
administration. NHP-2001 would address itself to this major systemic shortcoming in the 
administration. f 


2.16 HEALTH STATISTICS 


2. 16.1 The absence of a systematic and scientific health statistics data-base is a major deficiency 
in the current scenario. The health statistics collected are not the product of a rigorous 
methodology. Statistics available from different parts of the country, in respect of major diseases, 
are often not obtained in a manner which make aggregation possible, or meaningful. 


2.16.2 Further absence of proper and systematic documentation of the various financial resources 
used in the health sector is another lacunae witnessed in the existing scenario. This makes it 
difficult to understand trends and levels of health spending by private and public providers of 
health care in the country, and to address related policy issues and formulate future investment 


policies. 


2 16.3 NHP-2001 will address itself to the programme for putting in place a modern and scientific 
health statistics database as well as a system of national health accounts. 


2.17 WOMEN’S HEALTH 


2.17.1 Social, cultural and economic factors continue to inhibit women from gaining adequate 
access to even the existing public health facilities. This handicap does not just affect women as 
individuals; it also has an adverse impact on the health, general well-being and development of 
the entire family, particularly children. NHP 2001 recognises the catalytic role of empowered 
women in improving the overall health standards of the community. _ 


2.18 MEDICAL ETHICS 


9.18.1 Professional medical ethics in the health sector is an area, which has not received much 
attention in the past. Also, the new frontier areas of research — involving gene manipulation, 
organ/human cloning and stem cell research _ impinge on visceral issues relating to the sanctity 
of human life and the moral dilemma of human intervention in the designing of life forms. Besides 
these, in the emerging areas of research, there is an un-charted risk of creating new life forms, 
which may irreversibly damage the environment, as it exists today. NHP - 2001 recognises that 
moral and religious dilemma of this nature, which was not relevant even two years ago, now 


pervades mainstream health sector issues. 


2.19 ENFORCEMENT OF QUALITY STANDARDS FOR FOOD AND DRUGS 


tation and need of the citizenry for efficient enforcement of 
d and drugs. Recognizing this need, NHP - 2001 makes an 


2.19.1 There is an increasing expec 
reasonable quality standards for foo 
appropriate policy recommendation. 
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2.21 OCCUPATIONAL HEALTH 


t in the country are sub-standard. As a 
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2.21.1 Work conditions in several sectors of emp 
result of this, workers engaged in such activities become pe 
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2.22 PROVIDING MEDICAL FACILITIES TO USERS FROM OVERSEAS 


2.22.1 The secondary and tertiary facilities available in the country are of coy psd eke “ab 
effective compared to international medical facilities. This is true not only of fa tein 
allopathic disciplines, but also to those belonging to the alternative systems 0 "ye ser 
particularly Ayurveda. NHP-2001 will assess the possibilities of encouraging commercial m: 


services for patients from overseas. 
2.23 IMPACT OF GLOBALIZATION ON THE HEALTH SECTOR 


2.23.1 There are some apprehensions about the possible adverse impact of economic globalisation 
on the health sector. Pharmaceutical drugs and other health services have always been available 
in the country at extremely inexpensive prices. India has established a reputation for itself around 
the globe for innovative development of original process patents for the manufacture of a wide- 
range of drugs and vaccines within the ambit of the existing patent laws. With the adoption of 
Trade Related Intellectual Property (TRIPS), and the subsequent alignment of domestic patent 
laws consistent with the commitments under TRIPS, there will be a significant shift in the scope of 
the parameters regulating the manufacture of new drugs/vaccines. Global experience has shown 
that the introduction of a TRIPS-consistent patent regime for drugs in a developing country, would 
result in an increase in the cost of drugs and medical services. NHP-2001 will address itself to the 
future imperatives of health security in the country, in the post-TRIPS era. 


2.24 NON - HEALTH DETERMINANTS: 


performance in these allied sectors. 


2.25 POPULATION GROWTH AND HEALTH STANDARDS 
EEE ANY HEALTH STANDARDS 
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infrastructure. The synchronized implementation of these two Policies - National Population Policy 
— 2000 and National Health Policy-2001 — will be the very cornerstone of any national structural 
plan to improve the health standards in the country. 

2.26 ALTERNATIVE SYSTEMS OF MEDICINE 

2.26.1 Alternative Systems of Medicine - Ayurveda, Unani, Sidha and Homoeopathy - provide a 
significant supplemental contribution to the health care services in the country, particularly in 
the underserved, remote and tribal areeas. The main components of NHP-2001 apply equally to 
the alternative : systems of medicine. However, the policy features specific to the alternative 
systems of medicine will be presented as a separate document. 


3. OBJECTIVES 


3.1 The main objective of NHP-2001 is to achieve an acceptable standard of good health amongst 
the general population of the country. The approach would be to increase access to the 
decentralized public health system by establishing new infrastructure in deficient areas, and by 
upgrading the infrastructure in the existing institutions. Overriding importance would be given to 
ensuring a more equitable access to health services across the social and geographical expanse of 
the country. Emphasis will be given to increasing the aggregate public health investment through 
a substantially increased contribution by the Central Government. It is expected that this 
initiative will strengthen the capacity of the public health administration at the State level to 
render effective service delivery. The contribution of the private sector in providing health services 
would be much enhanced, particularly for the population group, which can afford to pay for 
services. Primacy will be given to preventive and first-line curative initiatives at the primary health 
level through increased sectoral share of allocation. Emphasis will be laid on rational use of drugs 
within the allopathic system. Increased access to tried and tested systems of traditional medicine 
will be ensured. Within these broad objectives, NHP-2001 will endeavour to achieve the time- 


bound goals mentioned in Box-IV. 


e 
| 
Babies from 30% to 10% 
~ Increase utilisation of public health facilities from 
> Establish an integrated system of surveillance, 
National Health Accounts and Health Statistics. 
GDP from the existing 0.9 % to 2.0% 
95% of total health spending 
2005 


» Increase State Sector Health spending from 5.5% to 


7% of the budget 
Further increase to 8% 
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4. NHP-2001 - POLICY PRESCRIPTIONS 


RESOURCES 
4.1 FINANCIAL RESOURCES Given the extremely difficult fiscal 


: ‘nvestment is a stark reality. : lay a key role in 
ine ager i peers 8 ame the Central Government will have to Led pact ~a oie 
dese r public health investments. Taking into acco” 't vercent of GDP, with 2 percent 
NHP-2001 it is planned to increase health sector expenditure to 6 pe 
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ted as public health investment, by 2005, they 

oe ae es se ie commitment to the health sector. In the first phase, ae 
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would be expected. to increase the commitment of their r oor the Budget. With the stepping up o 


i by 2010, to increase it to 8 percen > Bur a 
Oe Rede ee the Central Government’s contribution oe biol cae oe ) 
oe he existing 15 percent, by 2010. The provisioning of higher public he 


also be contingent upon the increase in absorptive capacity of the public health administration 
as to gainfully utilize the funds. 


4.2 EQUITY 


4.2.1 To meet the objective of reducing various types of inequities and imbalances rs regeeebann 
across the rural - urban divide; and between economic classes — the most cost e fective m 
would be to increase the sectoral outlay in the primary health sector. Such outlets give access to a 
vast number of individuals, and also facilitate preventive and early stage curative initiative, which 
are cost effective. In recognition of this public health principle, NHP-2001 envisages an — 
allocation of 55 percent of the total public health investment for. the primary health sector; the 
secondary and tertiary health sectors being targetted for 35 percent and 10 percent respectively. 
NHP-2001 projects that the increased aggregate outlays for the primary health sector will be 
utilized for strengthening existing facilities and opening additional public health service outlets, 
consistent with the norms for such facilities. an 


4.3 DELIVERY OF NATIONAL PUBLIC HEALTH PROGRAMMES 


4.3.1 NHP-2001, envisages a key role for the Central Government. in designing national 
programmes with the active participation of the State Governments. Also, the Policy ensures the 
provisioning of financial resources, in addition to technical support, monitoring and evaluation at 
the national level by the Centre. However, to optimize the utilization of the public health 
infrastructure at the primary level, NHP-2001 envisages the gradual convergence of all health 
programmes under a single field administration. Vertical programmes for control of major 


district levels. State Health Departments’ interventions may be limited to the overall monitoring of 
the achievement of programme targets and other technical aspects. The relative distancing of the 
programme implementation from the State Health Departments will give the project team greater 


4.4 THE STATE OF PUBLIC HEALTH INFRASTRUCTURE 


4.4.1 As has been highlighted in the earlier part of the Policy, 
service outlets have become practically dysfunctional over large p 
of resource constraint, the supply of drugs by the State Govern 


the decentralized Public health 
arts of the country. On account 
ments is grossly inadequate. The 
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patients at the decentralized level have little use for diagnostic services, which in any case would 
still require them to purchase therapeutic drugs privately. In a situation in which the patient is 
not getting any therapeutic drugs, there is little incentive for the potential beneficiaries to seek the 
advice of the medical professionals in the public health system. This results in there being no 
demand for medical services, and medical professionals, and paramedics often absent themselves 
from their place of duty. It is also observed that the functioning of the public health service outlets 
in the four Southern States — Kerala, Andhra Pradesh, Tamil Nadu and Karnataka — is relatively 
better, because some quantum of drugs is distributed through the primary health system 
network, and the patients have a stake in approaching the Public health facilities. In this 
backdrop, NHP-2001 envisages the kick-starting of the revival of the Primary Health System by 
providing some essential drugs under Central Government funding through the decentralized 
health system. It is expected that the provisioning of essential drugs at the public health service 
centres will create a demand for other professional services from the local population, which, in 
turn, will boost the general revival of activities in these service centres. In sum, this initiative 
under NHP-2001 is launched in the belief that the creation of a beneficiary interest in the public 
health system, will ensure a more effective supervision of the public health personnel, through 
community monitoring, than has been achieved through the regular administrative line of control. 


4.4.2 Global experience has shown that the quality of public health services, as reflected in the 
attainment of improved public health indices, is closely linked to the quantum and quality of 
investment through public funding in the primary health sector. Box-V gives statistics which show 
clearly that the standards of health are more a function of accurate targeting of expenditure on 
the decentralised primary sector (as observed in China and Sri Lanka), than a function of the 
aggregate health expenditure. | 


Box-V: Public Health Spending in select Countries 


Therefore, NHP-2001, while committing additional aggregate financial resources, places strong 
reliance on the strengthening of the primary health structure, with which to attain improved 
public health outcomes on an equitable basis. Further, it also recognizes the practical need for 
levying reasonable user-charges for certain secondary and tertiary public health care services, for 


those who can afford to pay. 


| 4.5 EXTENDING PUBLIC HEALTH SERVICES 


| 4.5.1 NHP-2001 envisages that, in the context of the availability and spread of allopathic 
graduates in their jurisdiction, State Governments would consider the need for expanding the pool 
of medical practitioners to include a cadre of licentiates of medical practice, as also practitioners 
of Indian Systems of Medicine and Homoeopathy. Simple services/ procedures can be provided by 
such practitioners even outside their disciplines, as part of the basic primary health services in 
~under-served areas. Also, NHP-2001 envisages that the scope of use of paramedical manpower of 
allopathic disciplines, in a prescribed functional area adjunct to their current functions, would 
also be examined for meeting simple public: health requirements. These extended areas” of 
functioning of different categories of medical manpower can be permitted, after adequate training 
and subject to the monitoring of their performance through professional councils. 
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4.6 ROLE OF LOCAL SELF-GOVERNMENT INSTITUTIONS 
tation of public health programmes 


4.6.1 NHP-2001 lays great emphasis upon the ane tthe national disease control 
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4.7 MEDICAL EDUCATION 


4.7.11n order to ameliorate the problems being faced on pipet ab Paras are oo pope 
colleges in various parts of the country, NHP-2001, envisages t 

Conse for funding new Government Medical Colleges in different parts of the apie pis 
the Medical Grants Commission is envisaged to fund the upgradation of the existing overn aan 
Medical Colleges of the country, so as to ensure an improved standard of medical education in 


country. 


4.7.2 To enable fresh graduates to effectively contribute to the providing of primary health 
services, NHP-2001 identifies a significant need to modify the existing curriculum. A need based, 
skill-oriented syllabus, with a more significant component of practical training, would make fresh 
doctors useful immediately after graduation. ee si, ap ete 


4.7.3 The policy emphasises the need to expose medical students, through the undergraduate 
syllabus, to the emerging concerns for geriatric disorders, as also to the cutting edge disciplines of 
contemporary medical research. The policy also envisages that the creation of additional seats for 
post-graduate courses should reflect the need for more manpower in the deficient specialities. 


4.8 NEED FOR SPECIALISTS IN ‘PUBLIC HEALTH’ AND ‘FAMILY MEDICINE’ 


4.8.1 In order to alleviate the acute shortage of medical personnel with specialization in ‘public. 
health’ and family medicine’ disciplines, NHP-2001 envisages the progressive implementation of 
mandatory norms to raise the proportion of postgraduate seats in these discipline in medical 
training institutions, to reach a stage wherein % th of the seats are earmarked for these 
disciplines. It is envisaged that in the sanctioning of post-graduate seats in future, it shall be 
insisted upon that a certain reasonable number of seats be allocated to “public health’ and “family 


4.9 URBAN HEALTH 


4.9.1 NHP-2001, envisages the setting up of an organi i 

1, ganised urban prim health care 
Since the physical features of an urban setting are different from ete the rural Big 
policy envisages the adoption of appropriate population norms for the urban public health 
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system will be jointly borne by the local self-Government institutions and State and Central 
Governments. 


4.9.2 The National Health Policy also envisages the establishment of fully-equipped ‘hub-spoke’ 
trauma care networks in large urban agglomerations to reduce accident mortality. 


4.10 MENTAL HEALTH 


4.10.1 NHP - 2001 envisages a network of decentralised mental health services for ameliorating 
the more common categories of disorders. The programme outline for such a disease would 
envisage diagnosis of common disorders by general duty medical staff and prescription of common 
therapeutic drugs. 


4. 10.2 In regard to mental health institutions for in-door treatment of patients, the policy 
envisages the upgrading of the physical infrastructure of such institutions at Central Government 
expense so as to secure the human rights of this vulnerable segment of society. 


4.11 INFORMATION, EDUCATION AND COMMUNICATION 


4.11:1 NHP-2001 envisages an IEC policy, which maximizes the dissemination of information to 
those population groups, which cannot be effectively approached through the mass media only. 
The focus would therefore, be on inter-personal communication of information and reliance on 
folk and other traditional media. The IEC programme would set spécific targets for the association 
of PRIs/NGOs/Trusts in such activities. The programme will also have the component of an 
annual evaluation of the performance of the non-Governmental agencies to monitor the impact of 
the programmes on the targeted groups. The Central/State Government initiative will also focus 
on the development of modules for information dissemination in such population groups who 
normally, do not benefit from the more common media forms. 


4.11.2. NHP-2001 envisages priority to school health programmes aiming at preventive health 
education, regular health check-ups and promotion of health seeking behaviour among children. 
The school health programmes can gainfully adopt specially designed modules in order to 
disseminate information relating to ‘health’ and family life’. This is expected to be the most cost- 
effective intervention as it improves the level of awareness, not only of the extended family, but the 


future generation as well. 


4.12 MEDICAL RESEARCH 


4.12.1 NHP-2001 envisages the increase in Government-funded medical research to a level of 1 
percent of total health spending by 2005; and thereafter, up to 2 percent by 2010. Domestic 
medical research would be focused on new therapeutic drugs and vaccines for tropical diseases, 
such as TB and Malaria, as also the Sub-types of HIV/AIDS prevalent in the country. Research 
programmes taken up by the Government in these priority areas would be conducted in a mission 
mode. Emphasis would also be paid to time-bound applied research for developing operational 
applications. This would ensure cost effective dissemination of existing / future therapeutic 
drugs/vaccines in the general population. Private entrepreneurship will be encouraged in the field 


of medical research for new molecules / vaccines. 


4.13 ROLE OF THE PRIVATE SECTOR 


4.13.1 NHP-2001 envisages the enactment of suitable legislations for regulating minimum 
infrastructure and quality standards by 2003, in clinical establishments /medical institutions, 
also, statutory guidelines for the conduct of clinical practice and delivery of medical services are to 
be developed over the same period. The policy also encourages the setting up of private insurance 
instruments for increasing the scope of the coverage of the secondary and tertiary sector under 


private health insurance packages. 
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4.15 NATIONAL DISEASE SURVEILLANCE NETWORK 


(1 NHP-2001 envisages the full operationalization of an integrated disease control network 
ae a lowest rung af able Ee foaation to the Central Government, by 2005. The 
programme for setting up this network will include components relating to installation of data- 
base handling hardware; IT inter-connectivity between different tiers of the network; and, in- 
house training for data collection and interpretation for undertaking timely and effective response. 


4.16 HEALTH STATISTICS 


4.16.1 NHP-2001 envisages the completion of baseline estimates for the incidence of the common 
diseases — TB, Malaria, Blindness — by 2005. The Policy proposes that statistical methods be put 
in place to enable the periodic updating of these baseline estimates through. representative 
sampling, under an appropriate statistical methodology. The policy also recognizes the need to 
establish in a longer time frame, baseline estimates for: the non-communicable diseases, like 
CVD, Cancer, Diabetes; accidental injuries; and other communicable diseases, like Hepatitis and 
JE. NHP-2001 envisages that, with access to such reliable data on the incidence of various 
diseases, the public health system would move closer to the objective of evidence-based policy 
making. 


4.16.2 In an attempt at consolidating the data base and graduating from a mere estimation of 
annual health expenditure, NHP-2001 emphasis on the needs to establish national health 
accounts, conforming to the ‘source-to-users’ matrix structure. Improved and comprehensive 
information through national health accounts and accounting systems would pave the way for 


decision makers to focus on relative priorities, keeping in view the limited financial resources in 
the health sector. 


4.17 WOMEN’S HEALTH 


4 TF i) NHP-2001 envisages the identification of specific programm ’ 

The policy notes that women, along with ae under aoe te a icessr | ae ae 
handicapped due to a disproportionately low access to health care. The © vanes Poli 
recommendations of NHP-2001, in regard to the expansion of prim h ath ae 
infrastructure, will facilitate the increased access of women to basic pean vie NHP-9001 
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commits the highest priority of the Central Government to the funding of the identified 
programmes relating to woman’s health. Also, the policy recognizes the need to review the staffing 
norms of the public health administration to more comprehensively meet the specific 
requirements of women. 


4.18 MEDICAL ETHICS 


4.18.1 NHP - 2001 envisages that, in order to ensurethat the common patient is not subjected to 
irrational or profit-driven medical regimens, a contemporary code of ethics be notified and 
rigorously implemented by the Medical Council of India. 


4.18.2 NHP — 2001 does not offer any policy prescription at this stage relating to ethics in the 
conduct of medical research. By and large medical research within the country is limited in these 
frontier disciplines of gene manipulation and stem cell research. However, the policy recognises 
that a vigilant watch will have to be kept so that appropriate guidelines and statutory provisions 
a put in place when medical research in the country reaches the stage to make such issues 
relevant. 


4.19 ENFORCEMENT OF QUALITY STANDARDS FOR FOOD AND DRUGS 


4.19.1 NHP — 2001 envisages that the food and drug administration will be progressively 
strengthened, both in terms of laboratory facilities and technical expertise. Also, the policy 
envisages that the standards of food items will be progressively tightened at a pace which will 
permit domestic food handling / manufacturing facilities to undertake the necessary upgradation 
of technology so as not to be shut out of this production sector. The policy envisages that, 
ultimately food standards will be close, if not equivalent, to codex specifications; and drug 
standards will be at par with the most rigorous ones adopted elsewhere. 


4.20 REGULATION OF STANDARDS IN PARAMEDICAL DISCIPLINES 


4.20.1 NHP-2001 recognises the need for the establishment of statutory professional councils for 
paramedical disciplines to register practitioners, maintain standards of training, as well as to 


monitor their performance. 


4.21 OCCUPATIONAL HEALTH 


OCCUPAIIONAL meal 
4.21.1 NHP-2001 envisages the periodic screening of the health conditions of the workers, 
particularly for high risk health disorders associated with their occupation. 


4.22 PROVIDING MEDICAL FACILITIES TO USERS FROM OVERSEAS 


4.22.1 NHP-2001 strongly encourages the providing of health services on a commercial basis to 
service seekers from overseas. The providers of such services to patients from overseas will be 
encouraged by extending to their earnings in foreign exchange, all fiscal incentives available to 


other exporters of goods and services. 
4.23 IMPACT OF GLOBALISATION ON THE HEALTH SECTOR 


4.23.1 NHP-2001 takes into account the serious apprehension expressed by several health 


experts, of the possible threat to the health security, in the post TRIPS era, as a result of a sharp 
increase in the prices of drugs and vaccines. To protect the citizens of the country from such a 
threat, NHP-2001 envisages a national patent regime for the future which, while being consistent 
with TRIPS, avails of all opportunities to secure for the country, under its patent laws, affordable 
access to the latest medical and other therapeutic discoveries. The Policy also sets out that the 
Government will bring to bear its full influence in all international fora — UN, WHO, WTO, etc. — to 
secure commitments on the part of the Nations of the Globe, to lighten the restrictive features of 


TRIPS in its application to the health care sector. 
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principally contributing to the disease burden — TB, Malaria and Blindness rom ms. go: 2 
historical diseases; and HIV/AIDS from the category of ‘newly emerging diseases : - — 
say that other items contributing to the disease burden of the country will be ignored; but only 
that, resources as also the principal focus of the public health administration, will recognize 


certain relative priorities. 


5.2 The health needs of the country are eno 


5.3 One nagging imperative, which has influenced every aspect of NHP-2001, is the need to 
ensure that ‘equity’ in the health sector stands as an independent goal. In any future evaluation of 
its success or failure, NHP-2001 would like to be measured against this equity norm, rather than 
any other aggregated financial norm for the health sector. Consistent with the primacy given to 
‘equity’, a marked emphasis has been provided in the policy for expanding and improving the 
primary health facilities, including the new concept of provisioning of essential drugs through 
Central funding. The Policy also commits the Central Government to increased under-writing of 
the resources for meeting the minimum health needs of the citizenry. Thus, the Policy attempts to 
provide guidance for prioritizing expenditure, thereby, facilitating rational resource allocation. 


5.4 NHP-2001 highlights the expected roles of different participating group in the health sector. 
Further, it recognizes the fact that, despite all that may be guaranteed by the Central Government 
for assisting public health programmes, public health services would actually need to be delivered 
by the State administration, NGOs and other institutions of civil society. The attainment of 
improved health indices would be significantly dependent on population stabilisation, as also on 
complementary efforts from other areas of the social sectors — like improved drinking water 
supply, basic sanitation, minimum nutrition, etc. - to ensure that the exposure of the populace to 
health risks is minimized. 


Source : Ministry of Health and Family, Government of India, 2001 
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DRAFT NHP, 2001 - A BRIEF CRITIQUE 
Jan Swasthya Abhiyan 


The National Health Policy Draft has finally been released by the Ministry of Health and Family 
Welfare, early this month. The Draft is available on the website of the ministry, which says that 
comments on the Draft will be entertained for a month. We would first like to register our 
protest regarding the arbitrary manner in which this policy is sought to be finalised. The last 
Health Policy document by the government was released in 1983. We appreciate that in this 
intervening period developments in the socio-economic and political spheres, both within and 
outside this country, would necessitate the formulation of a new policy. But one would have 
assumed that such a process would involve wide ranging discussions at all levels. Moreover, as 
the Draft itself repeatedly states, Health is a State subject as per our Constitution. From all 
accounts the State governments have not been involved in the process of drafting, nor has the 
Central Council of Health and Family Welfare been consulted (which is the apex body that has 
representatives from all State Health Departments). And now, just one month is being provided 
to give comments on a policy that is being drafted after 18 years! Moreover, a policy that 
reportedly has been at the drafting stage for three years! 


Eloquent Silence 


The Draft is most eloquent where it is silent. It completely omits the very concept of 
comprehensive and universal health care. In contrast, the NHP 1983 had said: “India is 
committed to attaining the goal of “Health for All by the Year 2000 A.D.” through the universal 
provision of comprehensive primary health care services’. The Draft, thus, departs from the 
fundamental concept of the NHP 1983 and the Alma Ata declaration. It is also conspicuously 
silent on the village health worker - the first contact in the primary health care system. By its 
silence, the Draft provides a framework for the dismantling of the whole concept of primary 
health care. Significantly, the section on policy prescriptions in the Draft is entirely silent on 
the content of the primary health care system. 


The Draft has nothing substantive to say of the population control programme, which the 
health movement has long held to constitute a major drain on primary health care. It repeats 
the usual sophistry that advances in public health have been nullified by increase in 
population. This refrain contradicts all evidence available across the globe, which show that 
population stabilisation follows attainment of certain socio-economic standards and do not 


precede them. 


silent about pharmaceuticals and their impact on health care - thereby 
accepting that it has no role in formulation of the drug policy. This is even more surprising 
given the fact that a new Drug Policy is being discussed by the Industry Ministry today, and 
reports about the policy have been available for some months. The new policy, has reportedly 
recommended further relaxation of price and production controls. Are we to understand that 
the NHP believes that increased drug prices and non-availability of essential drugs have no 


impact on the health sector? 


The Draft is practically 


Important Concerns Ignored 


either ignored or referred to only in passing. The Draft has a 
health, without any specific proposals being spelt out. Child 
parate section, and is dealt with through passing references. It 
of the shameful fact that a half of children below 5 are 
distinction that India shares with only one other country 


Other important concems are 
four-line section on women’s 
health is not even afforded a se 
is silent on child nutrition in spite 
malnourished in India — a dubious 
(Bangladesh) in the world. 


ie 


postgraduate courses 


d to introduce sa 
apg ve health movement has been to limit 


In the area of medical education the Draft talks 


i iti the 
‘n “family medicine”. The long-standing position of ee joctors in 4 manner that they are 
pe. ee d reorient undergraduate education to equip 
specialisation an 


annot be served by 
mien Je. Such a purpose canno aad 
dress health needs of the common peop" betrays a total lack o 
one aha ae specialty called family medicine. Th e _.. aie 4 to theme 
— — Be cordina the need to create a medical education sys 
understanding 


ialist- health care. On 
i i i i f urban specialist based 
of primary care, and instead is steeped in the bias 0 rs a, end Ga i 
the other hand it is en m al co and the need to 


f private 
tirely silent about the bane o sawegtaanel 
stop the setting up of new private medical colleges and regulate these in 
“frontier areas” and medical research. There is n0 


h on public health. There is no 


develop ethical criteria in this 
: : prices, but there 


The section on Research harps on ; 
understanding of the necessity to initiate and sustain —— 
mention of the necessity to regulate medical research an eee amg 
regard. The impact of TRIPS is discussed in terms of possible imp 


is no mention of the crippling effect of TRIPS on medical research. | 


Compromise and Contradictions 


The Draft appears to be a compromise effort that marries contradictory oo oo ts 
titled,” Present Scenario” analyses many of the present initiatives and their eficiencies. 

of the conclusions drawn in this section are premised on correct assumptions. However, re 
of these assumptions are ignored or contradicted in the operative part of the Draft, sae : 
titled “policy prescriptions”. The Draft makes appropriate references about decentr sa ee 
inadequate funds, non-viability of vertical programmes, inadequate and dysfunction: 
infrastructure, etc. in Section 2,However, there are either no matching policy prescriptions in 
section 4 or these prescriptions are expressed in vague generalities. Out of the main policy 
prescriptions, most relate to encouragement of the private sector and legitimisation of 


privatisation of the health care delivery system 
Increased Fund Allocation — Too Little and Overdue 


A further perusal of the Draft throws up many fundamental concerns. The Draft admits that 
public health investment has been “comparatively low’. What it does not admit is the fact that 
such investment as a percentage of total health expenditure is possibly the lowest in the world; 
that India has the most privatised health system in the world! The Draft recommends welcome 
increase in public health expenditure from the present 0.9% of GDP to 2.0% in 2010. However 
quantum suggested is too little and comes very late. It falls far short of the 5% of GDP that has 
been a long-standing demand of the health movement and recommended by WHO long back. 
Moreover the Draft projects that public expenditure in 2010 will be 33% of total health 
expenditure - up from the present 17%. But even 33% is lower than that of the average of any 
region in the globe today — India would continue to be one of the most privatised health 
system in the world even in 2010! The Draft is eloquent on the inability of states to increase 
expenditure on health care and laments that the allocation by states has in fact decreased in 
the past decade. There is a veiled attempt to castigate the states for their inability to increase 


Top-Down Prescriptions 


The Draft, for all the rhetoric on community participation, is replete with “top down” 


Central control. It is not clear where the basis of such assertions He. On age = Pee. 
. ada ; 
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ee delightfully vague about actual devolution of responsibility and financial powers to 
yy ayat Raj Institutions (PRIs) and relocation of accountability to appropriate levels of local 
a alpen. In PA ae of such clarity there is the danger of the primary health care 
system becoming a Collector driven exercise, that is controlled mnt 
defeating the entire effort at decentralisation. pa es aml eae 


Prescriptions for Further Privatisation 


Numerous formulations in the Draft, in various forms 

imerous , , clear the way for even ater 
privatisation of the health care system. The Draft says, “the NHP will ..... a et policy 
instruments for implementation of public health programmes through individuals and 
institutions of civil society”. This constitutes a veiled attempt to clear the way for sub 
contracting public health to NGOs. 


The Draft proposes to employ user fees in public hospital, couched in the usual sugar coating 
of it being introduced for those who can pay. Global experience of user fees at any level shows 
that they serve only one purpose -- to drive out the poor and the indigent. Proposal of user fees 
in a Health Policy Draft is objectionable. The section that suggests targeting of primary health 
care for resource allocation needs to be read along with this prescription for introduction of 
user fees. While targeting of primary health care is to be welcomed, this should not constitute 
an argument for the legitimisation of the government’s retreat from providing comprehensive 
and quality secondary and tertiary care. The Draft hints at this possibility in different sections 
and also hints at “encouraging” the private sector to occupy the space that would be left 


vacant. 


The Draft talks about using Indian health facilities to attract patients from other countries. It 
also suggests that such incomes can be termed “deemed export” and should be exempt from 
taxes. This formulation draws from recommendations that the industry has been making and 
specifically from the “Policy Framework for Reforms in Health Care”, drafted by the prime 
Minister’s Advisory Council on Trade and Industry, headed by Mukesh Ambani and 
Kumaramangalam Birla. Such a proposal, termed by many as “health tourism”, will divert our 
best resources to serve the interests of the global health market and create islands of brain and 
resource drain within the country. The use of domestic facilities for treating patients from 
outside the country may be encouraged only if such use is restricted to less than 10% of the 
facilities of any institution. The Draft also, talks of encouraging “the setting up of private 
insurance instruments for increasing the scope of the coverage of the secondary and tertiary 
sector under private health insurance packages”. Further, there are repeated references in the 
Draft about “valuable” contributions made by the private sector and the need to “encourage” 
more such contributions. While the Draft is repeatedly critical of the public health system 
(justifiably so) there is nocriticism of the ills of the unregulated private medical care system, 
- though reference is made to the need to develop regulatory norms. 


In brief, the Draft identifies many of the gross deficiencies of the existing health care scenario, 


proposes a substantial rise in central government expenditure on health care and has some 
other positive features like the proposed regulation of the Private sector. However, it constitutes 
an abandonment of the Alma Ata declaration, and legitimises, further privatisation of the 


health sector. 


he National Co-ordination Committee of the Jan 


Source: Response of t | 
b Draft National Health Policy - 2001 
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People’s Charter for 


HEALTH 


After laborious participatory reworking the participants of 
PHA adopted a People's Health Charter 


-PREAMBLE te: 
Health is a social, economic and political issue and, above 


all, a fundamental human right. Inequality, poverty, exploita- 
tion, violence and injustice are at the root of ill-health and the 
deaths of poor and marginalised people. "Health for all" means 
that powerful interests have to be challenged, that 
globalisation has to be opposed, and that political and eco- 
nomic priorities have to be drastically changed. 

This Charter builds on perspectives of people whose voices 
have rarely been heard before, if at all. It encourages people 
to develop their own solutions and to hold accountable local 
authorities, national governments, international 
organisations and corporations. 


VISION 

Equity, ecologically-sustainable development and peace 
are at the heart of our vision of a better world — a world in 
which a healthy life for all is a reality; a world that respects, 
appreciates and celebrates all life and diversity; a world that 
enables the flowering of people’s talents and abilities to enrich 
each other; a world in which people’s voices guide the deci- 
sions that shape our lives, 

There are more than enough resources to achieve this Vi- 
sion. 


HEALTH CRISIS 

“Illness and death everyday anger us. Not because there 
are people who get sick or because there are people who die. 
We are angry because many illnesses and deaths have their 
roots in the economic and social policies that are imposed on 
us.” (A voice from Central America) 

In recent decades, economic changes world-wide have pro- 
foundly affected people’s health and their access to health 
care and other social services. 

Despite unprecedented levels of wealth in the world, pov- 
erty and hunger are increasing. The gap between rich and 
Poor nations has widened, as have inequalities within coun- 
tries, between social classes, between men and women and 
between young and old. A large Proportion of the world’s 
population still lacks access to food, education, safe drinking 
water, sanitation, shelter, land and its resources, employment 
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of equity and justice, 


and health care services. Discrimination continues to prevail 
It affects both the occurrence of disease and access to healt 
care. : 

The planet’s natural resources are being depleted at ‘al 
alarming rate. The resulting degradation of the environmen 
threatens everyone’s health, especially the health of the poo 


- There has been an upsurge of new conflicts while weapon 


of mass destruction still pose a grave threat. . 

The world’s resources are increasingly concentrated i1 
the hands of a few who strive to maximize their private profit 
Neoliberal political and economic policies are made by a smal 
group of powerful governments, and by international institu 
tions such as the World Bank, the International Monetar 
Fund and the World Trade Organisation. These policies, to 
gether with the unregulated activities of transnational corpo 
rations, have had severe effects on the lives and livelihoods 
health and well-being of people in both North and South. 

Public services are not fulfilling people’s needs, not th 
least because they have deteriorated as a result of cuts ir 
governments’ social budgets. Health services have become 
less accessible, more unevenly distributed and more inap: 
propriate. — | ¥. 

Privatisation threatens to undermine access to health care 
still further and to compromise the essential principle of eq 
uity. The persistence of preventable ill health, the resurgence 
of diseases such as tuberculosis and malaria, and the emer. 
gence and spread of new diseases such as HIV/AIDS are < 
stark reminder of our world’s lack of commitment to principles 


PRINCIPLES OF THE PEOPLE'S CHARTER FOR HEALTH 
@ The attainment of the highest possible level of health 
and well-being is a fundamental human right, regardless of a 
person's colour, ethnic background, religion, gender age 
abilities, sexual orientation or class, | 
© The principles of universal, comprehens} i 
Health Care (PHC), envisioned in the 1978 Mian ial 


ee ene be the basis for formulating policies related to 
ealth. 


“e ® Now, more than ever, a 
intersectoral approach to heal 


N equitable, Participatory and 
th and health care is needed. 


@ Governments have a fundamental responsibility to en- 
sure universal access to quality health care, education and 
other social services according to people’s needs, not ac- 
cording to their ability to pay. 

© The participation of people and people’s organisations 
is essential to the formulation, implementation and evalua- 
tion of all health and social policies and programmes. 

@ Health is primarily determined by the political, economic, 
social and physical environment and should, along with eq- 
uity and sustainable development, be a top priority in local, 
national and international policy-making. 


A CALL FORACTION 

To combat the global health crisis, we need to take action 
at all levels — individual, community, national, regional and 
global — and in all sectors. The demands presented below 
provide a basis for action. 


HEALTH ASA HUMAN RIGHT 

Health is a reflection of a society’s commitment to equity 
and justice. Health and human rights should prevail over eco- 
nomic and political concerns. . 

This Charter calls on people of the world to: 

@ Support all attempts to implement the right to health. 
Demand that governments and international organisations 
reformulate, implement and enforce policies and practices 
which respect the right to health. 

© Build broad-based popular movements to pressure gov- 
ernments to incorporate health and human rights into na- 
tional constitutions and legislation. 

@ Fight the exploitation of people’s health needs for pur- 


| 


poses of profit. 


TACKLING THE BROADER DETERMINANTS OF 
HEALTH 

Economic challenges 

The economy has a profound influence on people’s health. 
Economic policies that prioritize equity, health and social well- 
being can improve the health of the people as well as the 
economy. 

Political, financial, agricultural and industrial policies which 
respond primarily to capitalist needs, imposed by national 
governments and international organisations, alienate people 
from their lives and livelihoods. The processes of economic 
globalisation and liberalisation have increased inequalities 
between and within nations. ; 

Many countries of the world and éspecially the most pow- 
erful ones are using their resources, including economic sanc- 
tions and military interventions, to consolidate and expand 
their positions, with devastating effects on people’s lives. 


This Charter calls on people of the world to: 

© Demand transformation of the World Trade Organisation 
and the global trading system so that it ceases to violate 
social, environmental, economic and health rights of people 
and begins to discriminate positively in favour of countries 
of the South. In order to protect public health, such transfor- 
mation must include intellectual property regimes such as 
patents and the Trade Related aspects of Intellectual Prop- 
erty Rights (TRIPS) agreement. 

@ Demand the cancellation of Third World debt. 

@ Demand radical transformation of the World Bank and 


eA 


hese institutions re- 


al M etary Fund so that t 
iternational Monetary Fun | 
d interests of devel- 


flect and actively promote the rights an 
oping countries. 

@ Demand effectiv 
not have negative effects on people realt 
workforce, degrade the environment or impinge on na 


e regulation to ensure that TNCs do 


’s health, exploit their 
tional 


sovereignty. | . : 
@ Ensure that governments implement agricultural poli- 


cies attuned to people's needs and not to the demands of the 
market, thereby guaranteeing food security and equitable 
access to food. . 

@ Demand that national governments act to protect public 
health rights in intellectual property laws. 

@ Demand the control and taxation of speculative interna- 
tional capital flows. 

© Insist that all economic policies be subject to health, 
equity, gender and environmental impact assessments and 
include enforceable regulatory measures to ensure compli- 
ance. 

@ Challenge growth-centred economic theories and re- 
place them with alternatives that create humane and sustain- 
able societies. Economic theories should recognise environ- 
menial constraints, the fundamental importance of equity and 
health, and the contribution of unpaid labour, especially the 
unrecognised work of women. 


SOCIAL AND POLITICAL CHALLENGES 

Comprehensive social policies have positive effects on 
people’s lives and livelihoods. 

Economic globalisation and privatisation have profoundly 
disrupted communities, families and cultures. Women are es- 
sential to sustaining the social fabric of societies everywhere, 
yet their basic needs are often ignored or denied, and their 
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iolated. 
rights and persons vi0 
* public institutions have been undermined and weakened 


Many of their responsibilities have been transferred to th 
private sector, particularly corporations, or to other nationa 
and international institutions, which are rarely accountabl 
to the people. Furthermore, the power of political parties an 
trade unions has been severely curtailed while conservativ 
and fundamentalist forces are on the rise. Participatory de 
mocracy in political organisations and civic structures shoul 
thrive. There is an urgent need to foster and ensure transpar 


ency and accountability. 


This Charter calls on people of the world to: 
@ Demand and support the development and implementa 
tion of comprehensive social policies with full participatior 


of people. ay ' 

® Ensure that all women and all mén have equal rights t 
work, livelihood, to freedom of expression, to political par 
ticipation, to exercise religious choice, to education and t 
freedom from violence. 

® Pressure governments to introduce and enforce legisla 
tion to protect and promote the physical, mental and spiritua 
health and human rights of marginalized groups. 

@ Demand that education and health are placed at the toy 
of the political agenda. This calls for free and compulsor 
quality education for all children and adults, particularly gir 
children and women, and for quality early childhood educa 
tion and care. 

®@ Demand that the activities of public institutions, suc! 
as child care services, food distribution systems, and hous 
ing provisions, benefit the health of individuals and commu 
nities. 

® Condemn and seek the reversal of any policies, whicl 

result in the forced displacement o 
. people from their lands, homes or jobs 
®@ Oppose fundamentalist force 
that threaten the rights and libertie: 
of individuals, particularly the live: 
of women, children and minorities. 
© Oppose sex tourism and the glo 
bal traffic of women and children. 


ENVIRONMENTAL CHALLENG 

Water and air pollution, rapid cli 
mate change, ozone layer depletio 
nuclear energy and waste, toxi 
chemicals and pesticides, loss o 
biodiversity, deforestation and soi 
erosion have far-reaching effects o 
people's health. The root causes o 
this destruction include th 
unsustainable exploitation of natur 
resources, the absence of a long-te 
holistic vision, the spread of individu 
alistic and profit-maximisin 


behaviours, and over-consumption by the rich. This destruc- 
tion must be confronted and reversed immediately and effec- 
tively. : 


This Charter calls on people of the world to: 

@ Hold transnational and national corporations, public 
institutions and the military accountable for their destructive 
and hazardous activities that impact on the environment and 
people's health. 

@ Demand that all development projects be evaluated 
against health and environmental criteria and that caution 
and restraint be applied whenever technologies or policies 
pose potential threats to health and the environment (the 
precautionary principle). 

@ Demand that governments rapidly commit themselves 
to reductions of greenhouse gases from their own territories 

far stricter than those set out in the international climate 
change agreement, without resorting to hazardous or inap- 
propriate technologies and practices. 

@ Oppose the shifting of hazardous industries and toxic 
and radioactive waste to poorer countries and marginalised 
communities and encourage solutions that minimise waste 
| production. 

@ Reduce over-consumption and non-sustainable lifestyles 
— both in the North and the South. 

@ Pressure wealthy industrialised countries to reduce their 
consumption and pollution by 90 per cent. 

@ Demand measures to ensure occupational health and 
safety, including worker-centred monitoring of working con- 
ditions. 

© Demand measures to prevent accidents and injuries in 
the workplace, the community and in homes. 

© Reject patents on life and oppose biopiracy of tradi- 
tional and indigenous knowledge and resources. 

@ Develop people-centred, community-based indicators 
of environmental and social progress, and to press for the 
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development and adoption of regular audits that measure 
environmental degradation and the health status of the popu- 
lation. 


War, violence, conflict and natural disasters 

War, violence, conflict and natural disasters devastate com- 
munities and destroy human dignity. They have a severe 
impact on the physical and mental health of their members, 
especially women and children. Increased arms procurement 
and an aggressive and corrupt international arms trade un- 
dermine social, political and economic stability and the allo- 
cation of resources to the social sector. 

This Charter calls on people of the world to: 

@ Support campaigns and movements for peace and dis- 
armament. 

© Support campaigns against aggression, and the research, 
production, testing and use of weapons of mass destruction 
and other arms, including all types of landmines. 

© Support people’s initiatives to achieve a just and lasting 
peace, especially in countries with experiences of civil war 
and genocide. 

@ Condemn the use of child soldiers, and the abuse and 
rape, torture and killing of women and children. 

@ Demand the end of occupation as one of the most de- 
structive tools to human dignity. 

© Oppose the militarisation of humanitarian relief inter- 
ventions. 

® Demand the radical transformation of the UN Security 
Council so that it functions democratically. . 

@ Demand that the United Nations and individual states 
end all kinds of sanctions used as an instrument of aggres- 
sion which can damage the health of civilian populations. 

@ Encourage independent, people-based initiatives to de- 
clare neighbourhoods, communities and cities areas of peace 
and zones free of weapons. 

© Support actions and campaigns for the prevention and 
reduction of aggressive and- violent 
behaviour, especially i in men, and the foster- 
ing of peaceful coexistence. 

© Support actions and campaigns for the 
prevention of natural disasters and the re- 
duction of subsequent human suffering. 


A PEOPLE-CENTERED HEALTH SECTOR 

This Charter calls for the provision of 
universal and comprehensive primary health 
care, irrespective of people’s ability to pay. 
Health services must be democratic and ac- 
countable with sufficient resources to 
achieve this. 


This Charter calls on people of the world to: 
@ Oppose international and national poli- 
cies that privatize health care and tum it into 


a commodity. 


omote, finance and pro- 


Care as the most effec- 
pub- 


@ Demand that governments pr 
vide comprehensive Primary Health 10: 
tive way of addressing health problems and organising 
lic health services so as to ensure free and universal access. 

@ Pressure governments to adopt, implement and enforce 
national health and drugs policies. aaa 

@ Demand that governments oppose the privatisation of 
public health services and ensure effective regulation of the 
private medical sector, including charitable and NGO medical 
Be oat a radical transformation of the World Health 
Organization (WHO) so that it responds to health challenges 
in a manner which benefits the poor, avoids vertical ap- 
proaches, ensures intersectoral work, involves people's 
organisations in the World Health Assembly, and ensures 
independence from corporate interests. 


. 


® Promote, support and engage in actions that encourage 
people’s power and control in decision-making in health at all 
levels, including patient and consumer rights. 

@ Support, recognize and promote traditional and holistic 
healing systems and practitioners and their integration into 
Primary Health Care. 

-@ Demand changes in the training of health personnel so 
that they become more problem-oriented and practice-based, 
understand better the impact of global issues in their commu- 
nities, and are encouraged to work with and respect the com- 
munity and its diversities. 

@ Demystify medical and health technologies (including 
medicines) and demand that they be subordinated to the health 
needs of the people. 

@ Demand that research in health, including genetic re- 
search and the development of medicines and reproductive 

. technologies, is carried out in a participatory, needs-based 
manner by accountable institutions. It should be people- and 
public health-oriented, respecting universal ethical principles. 

© Support people’s rights to reproductive and sexual self- 
determination and oppose all coercive measures in popula- 
tion and family planning policies. This support includes the 
right to the full range of safe and effective methods of fertility 
regulation. 


PEOPLE’S PARTICIPATION FOR A HEALTHY WORLD 

Strong people’s organizations and movements are funda- 
mental to more democratic, transparent and accountable de- 
cision-making processes. It is essential that people’s civil 
political, economic, social and cultural rights are ensured. 
While governments have the primary responsibility for pro- 
moting a more equitable approach to health and human rights 
a. wide range of civil society groups and movements, and the 
media have an important role to play in ensuring people’s 
power and control in policy development and in the monitor- 
ing of its implementation. 


This Charter calls on people of the world to: 
® Build and strengthen people’s organizations to create a 


Source: Health Action, Vol. 14, No 
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‘5 for analysis and action. . 
og Promote, support and engage In actions that encourage 


‘cion-making in public services 
people's ‘involvement in decision g inp 


at all levels. 
@ Demand that people 
local, national and international 
@ Support local initiatives 
racy through the establishment of peop 


networks across the world. 


le’s organisations be represented in 
fora that are relevant to health. 
towards participatory democ- 
le-centred solidarity 

# 


Health Assembly and the Charter 

The idea of a People’s Health Assembly (PHA) has been 
discussed for more than a decade. In 1998, a number of 
organisations launched the PHA process and started to plan 
a large international Assembly meeting, held in Bangladesh 
at the end of 2000. A range of pre- and post-Assembly activi- 
ties were initiated including regional workshops, the collec- 
tion of people’s health-related’ stories and the drafting of a 
People’s Charter for Health. | . 

The present Charter builds upon the views of citizens and 
people’s organisations from around the world, and was first 
approved and opened for endorsement at the Assembly meet: 
ing in Savar, Bangladesh, in December 2000. 

The Charter is an expression of our common concems, Ou! 
vision of a better and healthier world, and of our calls for 
radical action. It is a tool for. advocacy and a rallying poini 
around which a global health moment can gather and othe! 
networks and coalitions can be formed. 

Join Us - Endorse the Charter __ 

We call upon all individuals and organisations to join thi: 
global movement and invite you to endorse and help imple 
ment the People’s Charter for Health. 

PHA Secretariat, e-mail: phasec@pha2000.org, website 
www.pha2000.org 


The People’s 


Amendment 
After the endorsement of the PCH on December 8 
2000, it was called to the attention of the drafting grou 
that action points number | and 2 under Economic chal 
lenges could be interpreted as supporting the socia 
clause proposed by WTO, which actually serves t 
strengthen the WTO and its neoliberal agenda. Give 
that, this countervails the PHA demands for change o 
the WTO and the global trading System, the two para 
cae? were pelt and amended. 
e section of War, Vio i 
aes to include (one oe = 
new action point, number 5 in thi i 
added to demand the end of aecunetaee Fortes 
action point number 7, now number 8 was amended t 
read to end all kinds of sanctions. A additional ac 


° 
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A RESPONSE TO THE 
DRAFT NATIONAL HEALTH POLICY 2001 


Ravi Duggal, Coordinator, 
Centre for Enquiry into Health and Allied Themes (CEHAT), Mumbai 


1. INTRODUCTORY / CURRENT SCENARIO 


The NHP 2001 begins with some of the recommendations of the NHP 1983 but all the 4 
recommendations listed in para 1.2, i thru iv, in the 2001 policy document are 
unrealized nearly two decades later - the network of PHCs do not provide 
comprehensive primary health care but only family planning services, selected 
immunization services and selected disease surveillance; health volunteers started in 
1977 have now disappeared in most states; there is no organised referral system for the 
hospitals because the decentralized care does not meet the health care needs of the 
masses; and evenly spread specialty and super-specialty services do not exist, whether 
public or private they are located mostly in metro cities or other large cities. 


The NHP 1983 had other critical recommendations which the NHP 2001 does not refer 
to: 


VY the establishment of a nationwide network of epidemiological stations that 
would facilitate the integration of various health interventions, and 

Y targets for achievement that were primarily demographic in nature. 

Y an expansion of the private curative sector which would help reduce the 
government's burden, 


During the decade following NHP 1983 rural health care received special attention and 
a massive program of expansion of primary health care facilities was undertaken in the 
6 and 7% Five Year Plans to achieve the target of one PHC per 30,000 population and 
one subcentre per 5000 population. This target has more or less been achieved, though 
afew states still lag behind. However, various studies looking into rural primary health 
care have observed that, though the infrastructure is in place in most areas, they are 
grossly underutilised because of poor facilities, inadequate supplies, insufficient 
effective person-hours, poor managerial skills of doctors, faulty planning of the mix of 
health programs and lack of proper monitoring and evaluatory mechanisms. Further, 
the system being based on the health team concept failed to work because of the 
mismatch of training and the work allocated to health workers, inadequate transport 
facilities, non-availability of appropriate accommodation for the health team and an 
unbalanced distribution of work-time for various activities. In fact, all studies have 
observed that family planning, and more recently immunisation, get a 
disproportionately large share of the health workers’ effective work-time. (NSS, 1987, 
IIM(A),1985,; NCAER,1991, NIRD,1989, Ghosh,1991, ICMR,1989, Gupta&Gupta, 1986, 
Duggal&Amin, 1989, Jesani et.al,1992, NTI, 1988, ICMR, 1990) 


Among the other tasks listed by the NHP 1983, decentralisation and 
, have taken place in a limited context but there has been no 
ion. The entire burden of whatever care PHCs and SCs provide 


health volunteers are vanishing in most states. This model of primary health care being 
implemented in the rural areas has not been acceptable to the people as evidenced by 
their health care seeking behaviour. The rural population continues to use private care 
and whenever they use public facilities for primary care it is the urban hospital they 
prefer (NSS-1987, Duggal & Amin,1989, Kannan et.al.,1991, NCAER, 1991, 
NCAER, 1992, George et.al.,1992). Let alone provision of primary medical care, the rural 
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the epidemiological base that 
s national health programs 
in the NHP 1983 


to provide for even 
health care system has not been able Pp ey satu 


d.~Hence, 
NHP of 1983 had recommende a 
Ea in their earlier disparate forms, aS was observ 
(MoHFW, 1983, p 6). .. 
i NHP 1983, only crude dea 
hic and other targets set in the cael 
ds ges ave been on schedule. The others, especially ibe) 
rate. and life expectancy nite pe er ee aties 


;mmunisation related targets are much peat ee fe te, Se aed th 
rces for these programs over the , see at. tA 

Satie a programs are also much below the expected level of achieyeme 

fact, we are seeing a resurgence of communicable diseases. 


However, where the expansion of the private health sector is concerned the “angean 
been phenomenal thanks to state subsidies in the form of medical education, 


to set up medical practice etc... The private health sector's mainstay is fe Vise 
and this is growing over the years (especially during the eighties and nineties) % A p 

pace largely due to a lack of interest of the state sector in non-hospital medic jee 
services, especially in rural areas (Jesani&Ananthram, 1993). Various studies s ey 
that the private health sector accounts for over 70% of all primary care treatmen 
sought, and over 50% of all hospital care (NSS-1996, Duggal&Amin, 1989, Kannan 
et.al.,1991, NCAER,1991, George et.al.,1992). This is not a very healthy sign for a 
country where over two-thirds of the population lives either at or below subsistence 


levels. 


The above analysis clearly indicates that NHP 1983 did not reflect the ground realities 
adequately. The tasks enunciated in the policy were not sufficient to meet the demands 
of the masses, especially those residing in rural areas. "Universal, comprehensive, 
primary health care services", the NHP 1983 goal, is far from being achieved. 


The NHP 2001 does not even refer to this goal but clearly acknowledges that the public 
health care system is grossly short of defined requirements, functioning is far from 
satisfactory, that morbidity and mortality due to easily curable diseases continues to be 
unacceptably high, and resource allocations generally insufficient -*# would detract. . 
from the quality of the exercise if, while framing a new policy, it is not acknowledged that | 
the existing public health infrastructure is far from satisfactory. For the out-door medical 
facilities in existence, funding is generally insufficient; the presence of medical and para- 
medical personnel is often much less than required by the prescribed norms; the 
.. availability of consumables is frequently negligible; the equipment in many public 
hospitals is often obsolescent and unusable; and the buildings are in a dilapidated state 
In the In-door treatment facilities, again, the equipment is often obsolescent; the 
availabilty of essential drugs is minimal; the capacity of the facilities is grossly 
inadequate, which leads to over-crowding, and consequentially to a steep deterioration in 
the quality of the services.*(para 2.4.1 NHP 2001 }. 


bans build accountability within the private health sector and we h 
policy addresses this issue rigorously. Also the express conce i in 

cy addi : m for im 
statistics, including national accounts, is welcome. A mechanism of anu i 
reporting not only by the public system but also the private sector is an y dave 
requirement so that health information systems provide complete and meaningful a 
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2. NHP 2001 POLICY PRESCRIPTIONS 


The main objective of NHP 2001 is to achieve an acceptable standard of good health 
amongst the general population of the country (para 3.1). The goals given in Box IV of 
the policy document are laudable but how their achievement in the specified time frame 
will happen has not been supported adequately in the policy document. Goal number 
10 Increase utilization of public health facilities from current level of <20 to >75%” is 
indeed remarkable. What it means is reversal of existing utilization patterns which 
favour the private sector. While we support this goal to the hilt we are worried that 
many prescriptions of the policy favour strengthening of the private health sector and 
hence is contrary to this goal. Hence, all such prescriptions relating to a larger role of 
the private health sector must be removed from the policy and instead regulation of the 
practice and growth of the private health sector must be an important concern for this 


policy. . 


We support larger allocation of resources by the Centre and larger allocations being 
recommended for state governments but the states must be given autonomy to use 
these resources as per their own needs and for this the Centre must insist that states 
formulate their own health policies. 


While much more resources need to be allocated for the public health sector, it is also 
clear that allocative efficiencies have to be looked into. Since the mid-eighties the 
proportion of consumables and maintenance costs and capital costs in the health 
budget have been declining and this decline got further hastened after the 5 pay 
Commission. The two NSSO surveys of 1986-87 and 1995-96 clearly show declines in 
share of public sector utilization in both OPD and hospitalization services between the 
two periods and this correlates very well with reductions seen in expenditures on the 
non-salary components of the health budgets. Instead of only talking about 
proportionate allocations to the primary, secondary and tertiary sectors can we also talk 
about global budgeting with assured allocative ratios, that is budgets being distributed 
on a per capita basis (ofcourse with appropriate weightages for sparse and hilly areas) 
and with clearly worked out ratios for line items. Moreover there should be autonomy to 
local governments to make their own health programs subject to a review based on local 
epidemiological information and facts. | 


To illustrate this, taking the CHC area of 150,000 population as a “health district” at 
current budgetary levels under global budgeting this “health district” would get Rs. 300 
lakhs (current resources of state and central govt. combined is over Rs.20,000 crores, 
that is Rs. 200 per capita). This could be distributed across this health district as 
follows : Rs 300,000 per bed for the 30 bedded CHC or Rs. 90 lakhs (Rs.60 lakhs for 
salaries and Rs. 30 lakhs for consumables, maintenance, POL etc..) and Rs. 42 lakhs 
per PHC (5 PHCs in this area), including its sub-centres and CHVs (Rs. 32 lakhs as 
salaries and Rs. 10 lakhs for consumables etc..). This would mean that each PHC would 
get Rs. 140 per capita as against less than Rs. 50 per capita currently. In contrast a 
district headquarter with 300,000 population would get Rs. 600 lakhs, and assuming 
Rs. 300,000 per bed (for instance in Maharashtra the current district hospital 
expenditure is Rs. 150,000. per bed) the district hospital too would get much larger 
resources. To support health administration, monitoring, audit, statistics etc, each unit 
would have to contribute 5% of its budget. Ofcourse, these figures have been worked 
out with existing budgetary levels and excluding local government spending which is 
quite high in larger urban areas. Given larger resource allocations as per the NHP 2001, 
the per capita funds available would be much higher. Such reorganization of fund 
allocations will remove the inadequacies of the public health system as highlighted in 


the policy in paras 2.4.1 and 4.4.1. 
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mentation through 
the NHP 2001 talks about program pre: ome the basic unit 
In para 4.3.1, _ “ “health district” mentioned above co t esional (doctors, nurses 
anton constituting elected ee This would also mean 
with a he ; the governing ‘ : t with 
sentatives into will now ves 
etc.) and ae te existing health bureaucracy # jo ey pigs! monitoring 
cube d the role of the state health dept. wou 
the local a 


and audit as indicated in the NHP 2001. 


tic 
NHP 2001 expresses the prac ee jes 

Re Pitape e secondary and tertiary health care services. U rges 
regressive means of recovering costs and given Ne ieee thes anaes 


riate means of collecting revenues. Bs = 
ca ee to pay through other means. All persons having regular w. /salari¢ 


th, perhaps 
or business incomes must contribute through payroll pe fore! prac’ s ais ¥ 
something similar to the profession tax charged in some ey a Paes 
generating revenues need to be considered, such as ” acpi Peed. Ae ey 
degrading products like cigarettes, alcohol, guthka, pan masalas e a ag Prec yg scenagie 
earmarked for the Ministry of Health. A henley ae es one ps ene 

i ir-conditioners, mobile p ; LxUT] icts, 

| eee  arrensions, on land revenues, on polluting industries etc.. 


01 does mention the need to make more provisions for medicines and 
ia ee there is no mention of the Health Dept. playing a proactive role - 
the drug policy. This is a serious anomaly in the NHP 2001 and the Health Sasi 
exert its right to determine the drug policy, especially with regard to price control over 
the WHO list of 300 essential drugs. 


In reference to para 4.5.1 with regard to expanding the pool of medical practitioners 
instead of creating licenciates, qualified practitioners of other systems, nurses, 
pharmacists and other paramedics with certain years (say 8-10) of experience should be 
allowed to complete the MBBS course by recognizing their existing skills for which they 
could be given credits and would have to do a shorter course to complete the MBBS 


degree. 


With regard to regulation of the private health sector the concern expressed in the 
NHP 2001 is welcome (para 4.13.1). There is an urgent need to have a comprehensive 
legislation on clinical establishments and medical institutions which specifies minimum 
standards, good medical practice standards, a mechanism for accreditation, a system of 
licensing where the local govt. should have the authority to decide how many 
practitioners, hospitals/hospital beds, diagnostic facilities etc.. it needs under its 
jurisdiction. Further renewal of doctors/ hospitals/ diagnostic centres etc.. registration 
and license should be subject to periodic reviews, including continuing medical 
education and upgradation of knowledge and facilities. Further, to rationalize health 


Finally, the primary health care package needs to be clearly defined i 
what this should comprise is given below: * ed. A suggestion of 


> General practitioner/family physician services for personal heal 


th 
support of paramedics and health volu care, including 


nteers for preventive and promotive care. 
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> air pac ng sto ane care and basic specialty (general medicine, general 

: y, stetrics and gynaecology, paediatrics and orthopaedic) services 

including dental and ophthalmic services. ae) 

Immunisation services against vaccine preventable diseases. 

photon. services for safe pregnancy, safe abortion, safe delivery and postnatal 

> Pharmaceutical services - supply of o rational and essential d . 

| accepted standards. ie wie ee ore 

> Epidemiological services including laboratory services, surveillance and control of 
major diseases with the aid of continuous surveys, information management and 
public health measures. 

> Ambulance services. 

> Contraceptive services. 

> Health education. 


To conclude it is important to emphasise that a health policy, like any other policy, 
must make a political statement and give evidence of the backing of a political will. 
There must of necessity be a preamble, which makes this expression of a political 
commitment and in this case it must be in the context of health and health care as a 
right. In the absence of expression of such a political will there cannot be a policy but 
only a statement of intent. | 


Date: 27+ September, 2001 

raviduggal@vsnl.com ; cehat@vsnl.com 

CEHAT, 

9nd Floor BMC Matermity Home, Military Road 

Marol, Andheri East, Mumbai 400 059° 

Phone: 22- 8519420; Fax: 22- 8505255; website: www.cehat.org 
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National Health Policy-2001 


A comparison with the People’s Health Charter 
Anant Phadke and Amita Pitre 


People’s Health Charter 

Introduction- We, the people of India 
affirm our inalienable nght to and demand 
for comprehensive health care that includes 
food security; sustainable livelihood options 
including secure employment opportunities; 
access to housing, drinking water and 
sanitation; and appropriate medical care for 
all; in sum - the right to Health For All, 
Now! 


The concept of comprehensive primary 
health care, as envisioned in the Alma Ata 
Declaration should form the fundamental 
basis for formulation of all policies related to 
health care. The trend towards fragmentation 
of health delivery programmes through 
conduct of a number of vertical programmes 


should be reversed. National health 
programmes be integrated within the 
Primary Health Care system with 


decentralized planning, decision-making and 
implementation with the active participation 
of the community. Focus be shifted from 
bio-medical and individual based measures 
to social, ecological and community based 
measures. 


The primary health care institutions 
including trained village health workers, 
sub-centers, and the PHCs staffed by doctors 
and the entire range of community health 
functionaries including the ICDS workers, 
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NHP- 2001 

The Health Policy does not state at the outset, what is 
essential for good health, and wherefore we are headed by 
way of this policy. 


= Alma Ata Declaration not mentioned 


4.3 DELIVERY OF NATIONAL PUBLIC HEALTH 
PROGRAMMES 


4.3.1 NHP-2001, envisages a key role for the Central 
Government in designing national programmes with the 
active participation of the State Governments. Also, the 
Policy ensures the provisioning of financial resources, in 
addition to technical support, monitoring and evaluation at 
the national level by the Centre. However, to optimize the 
utilization of the public health infrastructure at the primary 
level, NHP-2001 envisages the gradual convergence of all 
health programmes under a single field administration. 
Vertical programmes for control of major diseases like TB, 
Malaria and HIV/AIDS would need to be continued till 
moderate levels of prevalence are reached. The integration 
of the programmes will bring about a desirable 
optimisation of outcomes through a convergence of all 
public health inputs. The policy also envisages that 
programme implementation be effected through 
autonomous bodies at State and district levels. State Health 
Departments’ interventions may ‘be limited to the overall 
monitoring of the achievement of programme targets and 
other technical aspects. The relative distancing of the 
programme implementation from the State Health 
Departments will give the project team greater operational 
flexibility. Also, the presence of State Government 
officials, social activists, private health professionals and 
MiLAs/MPs on the management boards of the autonomous 
bodies will facilitate well-informed decision-making. 


4.6 ROLE OF LOCAL SELF-GOVERNMENT 


INSTITUTIONS 


4.6.1 NHP-2001 lays great emphasis upon the 
implementation of public health programmes through local 


under the direct administrative and 
financial control of the relevant level 
Panchayati Raj institutions. The overall 
infrastructure of the primary health care 
institutions be under the control of 
Panchayats and Gram Sabhas and provision 
of free and accessible secondary and tertiary 
level care be under the control of Zilla 
Parishads, to be accessed primarily through 
referrals from PHCs. 


be placed 


| 
| 


The essential components of primary 

care should be: 

» Village level health care based on 
Village Health Workers selected by the 
community and supported by the Gram 
Sabha / Panchayat and the Government 
health services which are given 
regulatory powers and adequate resource 


support 


= Primary Health Centers and sub-centers 
with adequate staff and supplies which 
provides quality curative services at the 
primary health center level itself with 
good support from referral linkages 


= A comprehensive structure for Primary 
Health Care in urban areas based on 
urban PHCs, health posts and 
Community Health Workers under the 
control of local self government such as 
ward committees and municipalities. 
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itutions. The structure of the natioy 
mes will have specific compone; 
for implementation through such entities. The Policy ur 
all State Governments to consider decentralizi 
implementation of the programmes to such Institutions 
2005. In order to achieve this, financial incentives, ) 
and above the resources allocated for disease cont 
programmes, will be provided by the Central Governmen 


self Government inst 
disease control program 


ach not mentioned at all. 


Primary health care appro 


’ ’ 


4.4 THE STATE OF PUBLIC HEAL’ 
INFRASTRUCTURE 


4.4.1 NHP-2001 envisages the kick-starting of the revi 
of the Primary Health System by providing some essen 
drugs under Central Government funding through 

decentralized health system. It is expected that 

provisioning of essential drugs at the public health serv 
centres will create a demand for other professional servi 
from the local population, which, in turn, will boost 
general revival of activities in these service centres. 
sum, this initiative under NHP-2001 is launched in 
belief that the creation of a beneficiary interest in 

public health system, will ensure a more effect 
supervision of the public health personnel, thro 
community monitoring, than has been achieved through 
regular administrative line of control. 


4.9 URBAN HEALTH 


4.9.1 NHP-2001, envisages the setting up of an organi 
urban primary health care structure. Since the phys 
features of an urban setting are different from those in 
be pee: ah policy envisages the adoption 
priate population norms for the i 
infrastructure. The structure conceived pr eon 
a two-tiered one: the primary centre is seen as the first-t 
covering a population of one lakh, with a dispens 
providing OPD facility and essential] drugs to enable acc 


Enhanced content of Primary Health 
Care to include all measures which can 
be provided at the PHC level even for 
less common or non-communicable 
diseases (e.g. epilepsy, hypertension, 
arthritis, pre-eclampsia, skin diseases) 
and integrated relevant epidemiological 
and preventive measures 


Surveillance centers at block level to 
monitor the local epidemiological 
situation and tertiary care with all 
speciality services, available in every 
district. 


A comprehensive medica! care programme 
financed by the government to the extent of 
| at least 5% of our GNP, of which at least 
| half be disbursed to panchayati raj 
institutions to finance primary level care. 
This be accompanied by transfer of 
responsibilities to PRIs to run major parts of 
| such a programme, along with measures to 
| enhance capacities of PRIs to undertake the 


tasks involved. 


| 
| 
| 
| 


| 
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to all the national health programmes; and a second-tier of 
the urban health organisation at the level of the 
Government general Hospital, where reference is made 
from the primary centre. The Policy envisages that the 
funding for the urban primary health system will be jointly 
borne by the local self-Government institutions and State 
and Central Governments. 


4.9.2 The National Health Policy also envisages the 
establishment of fully-equipped ‘hub-spoke’ trauma care 
networks in large urban agglomerations to reduce accident 
mortality. 


ATIONAL __ DISEASE SURVEILLANCE 


4.15 oN 

NETWORK 

4.15.1 NHP-2001 envisages the full operationalization of 
an integrated disease control network from the lowest rung 
of public health administration to the Central Government, 
by 2005. The programme for setting up this network will 
include components relating to installation of data-base 
handling, hardware; IT inter-connectivity between different 
tiers of the network; and, in-house training for data 
collection and interpretation for undertaking timely and 
effective response. 


4.1 FINANCIAL RESOURCES 


FINAN LAS So 


The paucity of public health investment is a stark reality. 
Given the extremely difficult fiscal position of the State 
Governments, the Central Government will have to play a 
key role in augmenting public health investments. Taking 
into account the gap in health care facilities under NHP- 
2001 it is planned to increase health sector expenditure to 6 
percent of GDP, with 2 percent of GDP being contributed 
as public health investment, by the year 2010. The State 
Governments would also need to increase the commitment 
to the health sector. In the first phase, by 2005, they would 
be expected to increase the commitment of their resources 
to 7 percent of the Budget; and, in the second phase, by 
2010, to increase it to 8 percent of the Budget. With the 
stepping up of the public health investment, the Central 
| Government’s contribution would rise to 25 percent from 
| the existing 15 percent, by 2010.. The provisioning of 


| 


| 


| 


The policy of gradual privatisation of 
government medical institutions, through 


mechanisms such as introduction of user fees 
_ even for the poor, allowing private practice 


by Government Doctors, giving out PHCs on 
contract, etc. be abandoned forthwith. 


| Failure to provide appropriate medical care 
| to a citizen by public health care institutions 
| be made punishable by law. 


A comprehensive need-based human-power 


| plan for the health sector be formulated that 
| addresses the requirement for creation of a 


much larger pool of ° paramedical 
functionaries and basic doctors, in place of 
the present trend towards over-production of 


| personnel trained in super-specialities. Major 
portions of undergraduate medical 
| education, nursing as well as other 


paramedical training be imparted in district 
level medical care institutions, as a 


| necessary complement to training provided 
in medical/nursing colleges and _ other 


| training institutions. No more new medical 


_ colleges to be opened in the private sector. 


| No commodification of medical education. 


| Steps to eliminate illegal private tuition by | 


_ teachers in medical colleges. At least a year 
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> ontingent 
i i nvestments will also be con 
hight ae on absorptive capacity of the public 


the increase | y it) 
a administration so as to gainfully utilize the funds. 


4.2 EQUITY 


4.2.1 To meet the objective of reducing cleat Lae! a 
inequities and imbalances — inter-regional, across a _ 
— urban divide; and between economic st a e He ‘ 
cost effective method would be to increase t 4 bee or 
outlay in the primary health sector. Such out a oa 
access to a vast number of individuals, and also ee itate 
preventive and early stage curative initiative, whic He 
_ cost effective. In recognition of this public health principle, 
| NHP-2001 envisages an increased allocation of 55 percent 
| of the total public health investment for the primary health 
sector, the secondary and tertiary health sectors being 
targetted for 35 percent and 10 percent respectively. a 
2001 projects that the increased aggregate outlays for the 
primary health sector will be utilized for strengthening 
existing facilities and opening additional public health 
service outlets, consistent with the norms for such 


facilities. 


4.5 EXTENDING PUBLIC HEALTH SERVICES 


4.5.1 NHP-2001 envisages that, in the context of the 
availability and spread of allopathic graduates in their 
Jurisdiction, State Governments would consider the need 
for expanding the pool of medical practitioners to include a 
cadre of licentiates of medical practice, as also 
practitioners of Indian Systems of Medicine and 
Homocopathy. Simple services/procedures can be provided 
by such practitioners even outside their disciplines, as part 
of the basic primary health services in under-served areas. 
Also, NHP-2001 envisages that the scope of use of 
paramedical manpower of allopathic disciplines, in a 
prescribed functional area adjunct to their current 
functions, would also be examined for meeting simple 
public health requirements. These extended areas of 
functioning of different categories of medical manpower 
| can be permitted, after adequate training and subject to the 


| 


! 


of compulsory ural _ posting _for 
undergraduate (medical, nursing and 
paramedical) education be made mandatory, 
without which license to practice not be 
issued. Similarly, three years of rural posting 
after post graduation be made compulsory. 


The unbridled and unchecked growth of the 
commercial private sector be brought to a 
halt. Strict observance of standard 
guidelines for medical and __ surgical 
intervention and use of diagnostics, standard 
fee structure, and periodic prescription audit 
to be made obligatory. Legal and social 
mechanisms be set up to ensure observance 
of minimum standards by all private 
hospitals, nursing/maternity homes and 
medical laboratories. Prevalent practice of 
offering commissions for referral to be made 
punishable by law. For this purpose a body 
with statutory powers be constituted, which 
has due representation from peoples 
organisations and professional organisations. 


A rational drug policy be formulated that 
ensures development and growth of a self- 
reliant industry for production of all essential 
drugs at affordable prices and of proper 
quality. The policy should, on a priority 
basis: 


= Ban all irrational and hazardous drugs. 
Set up effective mechanisms to control 
the introduction of new drugs and 


formulations as well as periodic review | 


of currently approved drugs. . 
» Introduce production quotas & price 


4] 


monitoring of their performance through professional 
councils. 


4.5.2 NHP-2001 also recognizes the need for States to 
simplify the recruitment procedures and rules for contract 
employment in order to provide trained medical manpower 
in under-served areas. 


4.13 ROLE OF THE PRIVATE SECTOR 


4.13.1 NHP-2001 envisages the enactment of suitable 
legislations for regulating minimum infrastructure and 
quality standards by 2003, in clinical 
establishments/medical institutions; also, — statutory 
guidelines for the conduct of clinical practice and delivery 
of medical services are to be developed over the same 
period. The policy also encourages the setting up of private 
insurance instruments for increasing the scope of the 
coverage of the secondary and tertiary sector under private 
health insurance packages. 


4.13.2 To capitalize on the comparative cost advantage 
enjoyed by domestic health facilities in the secondary and 
tertiary sector, the policy will encourage the supply of 
services to patients of foreign origin on payment. The 
rendering of such services on payment in foreign exchange 
will be treated as ‘deemed exports’ and will be made 
eligible for all fiscal incentives extended to export 


earnings. 


4.13.3 NHP-2001 envisages the co-option of the non- 
governmental practitioners in the national disease control 
programmes so as to ensure that standard treatment 
protocols are followed in their day-to-day practice. 


4.13.4 NHP-2001 recognizes the immense potential of use 

of information technology applications in the area of tele- 

medicine in the tertiary health care sector. The use of this 

technical aid will greatly enhance the capacity for the 

srofessionals to pool their clinical experience. 

= No mention of rationality of drugs here or in the drug 
policy 

4.23 IMPACT OF GLOBALISATION ON THE 

HEALTH SECTOR 

= 423.1 NHP-2001 takes into account the serious 
apprehension expressed by several health experts, of 
the possible threat to the health security, in the post 
TRIPS era, as a result of a sharp increase in the prices 
of drugs and vaccines. To protect the citizens of the 
country from such a threat, NHP-2001 envisages a 
national patent regime for the future which, while 
being consistent with TRIPS, avails of all opportunities 


ceiling for essential drugs 


Promote compulsory use of generic 


| names : 
= Regulate advertisements, promotion an 
| marketing of all medications based on | 


ethical criteria 


Formulate guidelines for use of old and 


| new vaccines - 
=» Control the activities of .. the 


multinational sector and restrict their 
presence only to areas where they are 
willing to-bring in new technology 
Recommend repeal of the new patent act 
and bring back mechanisms that prevent 
‘creation of monopolies and promote 
introduction of new drugs at affordable 
prices 
= Promotion of the public sector in 
production of drugs and _ medical 
supplies, moving towards complete self- 
reliance in these areas. 


Medical Research priorities be based on 
morbidity and mortality profile of the 
country, and details regarding the direction, 
intent and focus of all research programmes 
be made entirely transparent. Adequate 
| government funding be provided for such 
| programmes. Ethical guidelines for research 
involving human subjects be drawn up and 
_ implemented after an open public debate. No 
_ further experimentation, involving human 
| subjects, be allowed without a proper and 
legally tenable informed consent and 
| appropriate legal protection. Failure to do so 
to be punishable by law. All unethical 
research, especially in the area of 
contraceptive research, be stopped forthwith. 
Women (and men) who, without their 
consent and knowledge, have been subjected 
_to experimentation, especially — with 
| hazardous contraceptive technologies to be 
traced forthwith and appropriately 
| compensated. Exemplary damages to be 
awarded against the institutions (public and 
private sector) involved in such anti-people, 
unethical and illegal practices in the past. 


| abolished. The right of families and women | 
within families in determining the number of | 
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country, under its patent laws 
affordable access to the latest medical and othe 
therapeutic discoveries. The Policy also sets out tha 
the Government will bring to bear its full influence ir 
all international fora — UN, WHO, WTO, etc. — ff 
secure commitments on the part of the Nations of th 
Globe, to lighten the restrictive features of TRIPS 1n it 


application to the health 


to. secure for the 


MEDICAL RESEARCH | 


4.12 


4.12.1 NHP-2001 envisages the increase in Government 
funded medical research to a level of | percent of tote 
health spending by 2005; and thereafter, up to 2 percent b 
2010. Domestic medical research would be focused on ne\ 
therapeutic drugs and vaccines for tropical diseases, suc 
as TB and Malaria, as also the Sub-types of HIV/AID 
prevalent in the country. Research programmes taken up b 
the Government in these priority areas would be conducte 
in a mission mode. Emphasis would also be paid to time 
bound applied research for developing operationé 


applications. This would ensure’ cost effectiv 
dissemination of existing / future  therapeuti 
drugs/vaccines in the general population. Privat 


entrepreneurship will be encouraged in the field of medicz 
research for new molecules / vaccines. 


Pad FAN conceive cannes including j i 
| a g incentives ® : . : 
_and disincentives for limiting family size be a potions Population Policy-2000. 


children they want should be recognized. 
Concurrently, access to safe and affordable 
contraceptive measures be ensured which 
provides people, especially women, the 
ability to make an informed choice. All long- 
term, invasive, systemic hazardous 
contraceptive technologies such as_ the 
injectables (NET-EN, Depo-Provera, etc.), 
sub-dermal implants (Norplant) and anti 
fertility vaccines should be banned from 
both the public and private sector. Urgent 
measure be initiated to shift to onus of 
contraception away from women and ensure 
at least equal emphasis on _ men's 
responsibility for contraception. Facilities 
for safe abortions be provided right from the 
primary health center level. 


Support be provided to traditional healing 
systems, including local and home-based 
healing traditions, for systematic research 
and community based evaluation with a view 
to developing the knowledge base and use of 
these systems along with modern medicine 
as part of a holistic healing perspective. 


2.26 ALTERNATIVE SYSTEMS OF MEDICINE 


2.26.1 Alternative Systems of Medicine — Ayurveda, 
Unani, Sidha and Homoeopathy — provide a significant 
supplemental contribution to the health care services in the 
country, particularly in the underserved, remote and tribal 
areeas. The main components of NHP-2001 apply equally 
to the alternative systems of medicine. However, the policy 
features specific to the alternative systems of medicine will 
be presented as a separate document. 


Promotion of transparency and 
decentralization in the decision making 
process, related to health care, at all levels as 
well as adherence to the principle of right to 
| information. Changes in health policies to be 
made only after mandatory wider scientific 


public debate. 


Introduction of ecological and social 


| measures to check resurgence of 
| communicable diseases. Such measures 
| should include: 


» Integration of health impact assessment 


into all development projects ; 
» Decentralized and effective surveillance 


and compulsory notification of prevalent 
diseases like malaria, TB by all health 
care providers, including __ private 
practitioners 
= Reorientation of measures to check 
| STDs/AIDS _ through universal sex 
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education, promoting responsible safe 
sex _ practices, questioning forced 
disruption and displacement and the 
culture of commodification of sex, 
generating public awareness to remove 
stigma and universal availability of 
preventive and curative services, and 
| special attention to empowerlng women 
and availability of gender sensitive 
services in this regard. 


Facilities for early detection and treatment of 
non-communicable diseases like diabetes, 
cancers, heart diseases, etc. to be available to 
all at appropriate levels of medical care. 


= Women-centered health initiatives that 
include: 
= Awareness generation for social change 
on issues of gender and health, triple 
work burden, gender discrimination in 
upbringing and life conditions within 
and outside the family; preventive and 
curative measures to deal with health 
consequences of women’s work and 
violence against women 
Complete maternity benefits and child 
care facilities to be provided in all 
occupations employing women, be they 
in the organized or unorganized sector 
Special support structures that focus on 
single, deserted, widowed women and 
minority women which will include 
religious, ethnic and women with a 
different sexual  oorientation and 
commercial sex workers; gender 
sensitive services to deal with all the 
health problems of women including 
reproductive health, maternal health, 
abortion, and infertility 
» Vigorous public campaign accompanied 
by legal and administrative action 
against sex selective abortions including 
female feticide, infanticide and sex pre- 
selection. 


Child centered health initiatives that include: 
" A comprehensive child rights code, 


adequate | budgetary allocation for 
universalisation of child care services 


i AD 


expanded & revitalized ICDS 
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4.17 WOMEN’S HEALTH 


4.17.1 NHP-2001 envisages the identification of specific 
programmes targeted at women’s health. The policy notes 
that women, along with other under privileged groups are 
significantly handicapped due to a disproportionately low 
access to health care. The various Policy recommendations 
of NHP-2001, in regard to the expansion of primary health 
sector infrastructure, will facilitate the increased access of 
women to basic health care. NHP-2001 commits the 
highest priority of the Central Government to the funding 
of the identified programmes relating to woman’s health. 
Also, the policy recognizes the need to review the staffing 
norms of the public health administration to more 
comprehensively meet the specific requirements of women. 


0. 


programme. Ensuring adequate support 
to working women to facilitate child 
care, especially breast feeding 
= Comprehensive measures to prevent 
child abuse, sexual abuse\ prostitution 
=» Educational, economic and legal 
measures to eradicate child labour, 
| accompanied by measures to ensure free 


| and compulsory quality elementary 
| education for all children. 
1. Special measures relating to 


occupational and environmental health 
which focus on: 

Banning of hazardous technologies in 
industry and agriculture 

Worker centered monitoring of working 
conditions with the onus of ensuring a 
safe and secure workplace on _ the 
management 

Reorienting medical services for early 
detection of occupational disease 
Measures to reduce the likelihood of 
accidents and injuries in different 
settings, such as traffic and, industrial 
accidents, agricultural injuries, etc. 


The approach to mental health problems 
should take into account the social structure 
in India which makes certain sections like 
women more vulnerable to mental health 
| problems. Mental Health Measures that 
| promote a shift away from a bio-medical 
| model towards a holistic model of mental 
health. Community support & community 
based management of mental health 
problems be promoted. Services for early 
detection & integrated management of 
mental health problems be integrated with 
Primary Health Care and the rights of the 
mentally ill and the mentally challenged 
persons to be safe guarded. 


Measures to promote the health of the 
elderly by ensuring economic security, 
opportunities for appropriate employment, 
sensitive health care facilities and, when 
necessary, shelter for the elderly. Services 


| temporary settlement dwellers 
_ Measures to promote the healt 


h of physically 
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that cater to the special needs of people in | 
_| transit, the homeless, migratory workers and 


4.21 OCCUPATIONAL HEALTH 


4.21.1 NHP-2001 envisages the periodic screening of the 
health conditions of the workers, particularly for high risk 
health disorders associated with their occupation. 


4.10 MENTAL HEALTH 


4.10.1 NHP — 2001 envisages a network of decentralised 
mental health services for ameliorating the more common 
categories of disorders. The programme outline for such a 
disease would envisage diagnosis of common disorders by 
general duty medical staff and prescription of common 
therapeutic drugs. 


4.10.2 In regard to mental health institutions for in-door 
treatment of patients, the policy envisages the upgrading of 
the physical infrastructure of such institutions at Central 
Government expense so as to secure the human rights of 
this vulnerable segment of society. 


and mentally disadvantaged by focussing on 
the abilities rather than deficiencies. 
Promotion of measures to integrate them in 
the community with special support rather 
than segregating them, ensuring equitable 
opportunities for education, employment and 
special health care including rehabilitative 


measures. 


Effective restriction on industries that 
promote addictions and an_ unhealthy 
lifestyle, like tobacco, alcohol, pan masala 
etc., starting with an immediate ban on 
advertising, sponsorship and sale of their 
products to the young, and provision of 
services for de-addiction. 


d in consensus by numerous women's, science, health groups, peop 


(The People’s Health Charter was prepare 
organisations, voluntary groups participating in the People’s Health Assembly process. It was endor 


unanimously at the National Health Assembly at Calcutta held on 31" November and 1“ December) 


Source : Anant Phadke and Amita Pitre, 2001, Centre for Enquiry into Health and 


Allied Themes, Pune. 
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HEALTH POLICY 


In Sickness and in Wealth 


A likely switchover to a ‘pay-and-be-treated’ regime can only compound the misery of the poor 


By DAVINDER KUMAR 


T'S a ‘revamp’ of the healthcare system 
one should well be wary of. Free or sub- 
sidised medicare at public hospitals and 
medical centres could well become a 
thing of the past as the government 
uts the final touches to its National Health 
Policy (Nur), 2001. Similar to the strategy 
adopted by the food ministry for the Public 
Distribution System (Pps), those above the 
poverty line may now find themselves bra- 
cketed’as “those who can afford to pay” and 
be asked “reasonable user charges” to avail 
secondary and tertiary healthcare facilities. 
The switchover to the ‘pay and be treated’ 
mode in a countrv which has a sizeable 
population living below the poverty line 
has understandably caused concern to 
those monitoring public health. Says Robert 
]. Kim-Farlev, the World Health Organisa- 
tion (wHO) representative in India: “It must 
be ensured that there is total access to 
ealthcare and that such services are afford- 
ble. Sometimes the costs of hospitalisation 
are so high that it alone can push one below 
the poverty line. These points need to be 
onsidered while finalising the policy.” 

This is just one of. the contentious issues 
n the draft xu due to be finalised in a fort- 
ight. Coming as it does after a gap of nea- 
tly two decades, it has angered several 
rganisations working in the health sector 
sho have alleged that it is anti-people, lack- 
ing in vision and a total ‘sell-out’ to transna- 
ional forces eving the huge health market. 
Over 1,000 countrywide 
organisations associated 
vith healthcare and health 
licy have come together 
nder the banner of the Jan 
Swasthya Abhivan (jsa) and 
are contesting several points 
in the policy. In its critique, 
the jsa says: “The dratt intro- 
duces the concept of user 
fees, albeit couched in the 
usual sugar-coating of ‘those 
who can pay’. Global experi- 
ence of user fees at any level 
shows that they serve only 
one purpose—to drive out the poor. While 
the targeting of primary healthcare is to be 
welcomed, this should not constitute an 
argument for legitimisation of the govern- 
nent’s retreat from providing comprehen- 
sive and quality secondary and tertiary care. 
The draft hints at this possibility in different 
ections and at encouraging the private sec- 


Like for PDS, 
those above the 
poverty line 
may be deemed 
as ‘those who 
can pay’ and 
be charged 
user fees. 


RTT LE ELD I 


£5.‘ 


tor to occupy the space that 
would be lett vacant. 

The policy draft does admit 
grave deficiencies in the hea- 
Ith sector and notes how 
only 20 per cent of the pop- 
ulation seeks orp services and is forced to 
turn to private clinics. It also admits the col- 
lapse of the primary healthcare system and 
acknowledges the poor coverage of 
women’s health and prevention of infant 
mortality, Ironically, its prescriptions fail to 
address the problems or offer solutions. 

The draft policy, for instance, admits that 
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ABHIJIT BHATLEKAR 
public health investment has been “compar- 
atively low’ and plans to raise it from 0.9 
per cent to 2 per cent of the cpr by 2010. 
But experts say it’s still well below the WHO- 
recommended share of 5 per cent. “The pol- 
icy does not admit that public health 
investment’ in India has. been abysmally 
low. In fact, considered as a percentage of 
total health expenditure, it is perhaps the 
lowest in the world, making it the most pri- 
vatised health system in the world,” says B. 
Ekbal, vice-chancellor of Kerala University 
and chairman of the health subcommittee 
of the Kerala’ Sastra Sahithya Parishad. 


Rather than OPDs (left) of public hospitals 
(above), most have to go to private clinics 


What makes this pill even more bitter is 
the strong influence of MNc forces in draft- 
ing the health policy. “Nearly 80 per cent 
of the health services in India is already 
controlled by the private sector. The policy 
provides further space for it without 
putting anv defined mechanisms of keep- 
ing a check,” says Pune-based community 
health expert Anant_Phadke, associated 
with the Medico Friend Circle. 

Phadke has a point. The policy calls for 
providing incentives to the private sector to 
move to the primary healthcare svstem. 
However, the experience in urban centres 
has been discouraging. The incentives in 
terms of sybsidised land, water, electricity 


and duty-free import facility doled out to 


high-profile private medical centres and 
hospitals in the urban areas has seen little 
benefit for the poor. Very few of these hos- 
pitals conform to the mandatory provision 
of free medical care to the population below 
the poverty line or the reservation of a cer- 
tain percentage of their beds for the poor. 


HE government is being accused of 

shirking its responsibility of improving 

public health services, The policy has 
dropped the earlier much-publicised goal of 
universal healthcare. Says Mira Shiva of the 
Delhi-based Voluntary Health Association 
of India (vuat): “After wrapping up the pps, 
the government is trying to wash its hands 
of the healthcare services. How can the 
healthcare services be left to the private sec- 
tor when there is absolutely no regulatory 
Or social control over it? At this rate, profit 


| 


- ISSUES OF: CONTENTION ©: 


@ Free public health services to be 
restricted 


© Incentives-to private sector to 
_ enter the primary healthcare system _ 


@ Universal healthcare goal dropped - 


@ No integration of associated 
sectors like food, water or sanitation 


@ No effective regulatory mechanism 
suggested for the private sector 


@ No clear safeguards to meet 
WTO/TRIPS challenges 


maximisation, irrational healthcare, irra- 
tional use of medical technology will prolif- 
erate. Entry of large corporations into basic 
needs with the backing of the international 
trade regime will become a very dangerous 
situation for India.” : 

The health ministry counters this by say- 
ing that the new policy proposes to regulate 
the private sector with the enactment of 
suitable legislations by 2003 and also evolv- 
ing guidelines for the conduct of clinical 
practice and delivery of medical services. 
Experts take this with a pinch of salt. Obser- 
ves Shiva: “Despite all the rules in place, 
sex-determination is still so rampant.” 

The policy is also being criticised for a dif- 
fused focus.:It is being said that the issue of 
health has ben discussed in isolation with- 
out even considering the associated and 
vital areas Of nutrition, food security, water, 
sanitation and even population control. 
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In fact, the advisory note by the wHo 
country team has suggested that “the vision 
for health needs to be strengthened”. It has 
also touched upon women’s health which, 
as also pointed out by several Ncos, has 
been dismissed with a vague mention in the 
policy. According to the wHo suggestion, 
“the final NHp may more clearly spell out 
strategies, interventions and targets for imp- 
roving maternal health”. It has also pointed 
out the need to focus on food safety, lack of 
which results in starvation deaths. 

Ravi_ Duggal, director of Cehat, a promi- 
nent Mumbai-based healthcare nGo, points 
to the absence of a focused drug policy in 
the nup. “This a serious anomaly and the 
health department must exert its right to 
determine the drug policy, especially with 
regard to price control over the wuo list of 
300 essential drugs. This is extremely criti- 
cal in the context of India switching over 
to the product patent regime-under the 
new WToO/TRIPS arrangement from 2005S. 
The advantage India has of lowest prices of 
drugs in the world will be Jost if a drug pol- 
icy favouring public health concerns is not 
put in place before the 2005 deadline.” 

Interestingly, the policy also has plans to 
attract Overseas patients for comparatively 
low-cost treatment as a means of generating 
foreign exchange. To which S. Srinivasan of 
Low Cost, an Nco that manufactures low- 
priced drugs for the poor, says: “First, let us 
manage our staggering health system rather 
than look for foreign Currency.” 

Undeterred, the officials at the health 
and family welfare ministry are busy finali- 
sing the policy. One thing they say with 
certainty is that the pps formula will defini- 
tely make its way to the health sector. 


Source: Outlook, Vol 41, No. 47, PQs. 66-67, December 3, 2001 
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Silent sufferers 


The National Health Policy framed 
nearly two decades ago in 1983 
vowed, inter alia, to set up a 
comprehensive healthcare system 
“to serve the actual health needs 
and priorities of this country.” 
What remains of the vow? 


SANDHYA SRINIVASAN 


evathi (not her real name) and her husband barely man- 
age to make a living in suburban Mumbai, he as a rick- 

haw driver, she as a vegetable vendor. She adores her 
two-year-old daughter and takes her on her rounds. When her 
daughter fell ill with a viral infection, Revathi went to the near- 
est source of help a private doctor who charged Rs 20 for a 
series of mysterious injections. Luckily, her daughter survived. 

When Revathi became pregnant for the second time, 
owever, her in-laws whisked her back to the village where the 
ocal practitioner did a sonography and pronounced that she 
was carrying a female child. “They forced me to get rid of it,” 
he whispers, her grief evident in her expression, her very 
earing. 

When the Supreme Court of India recently ordered the 
overnment to implement the law against prenatal sex detec- 
ion and sex selective abortion, it noted: “In addition to the 
eneral disinterest on the part of various government bodies 
o implement the Act, family planning programmes’ insistence 
n the small family norm and the son preference bias added 
ressure on families to look at sex selection as a means for 
lesired family composition.” 

The latest National Family Health Survey found that more 
han one in three Indian women have chronic energy defi- 
iency and more than half of them are anaemic. The high cosi 
f health services and their inaccessibility deters half of the 
women from seeking treatment for illness and one-third of the 
[Indian women do not receive an antenatal check-up during 
their pregnancy. Fifty-four per cent women delivered their ba- 
bies without the support of trained personnel. More than 
1.00,000 women die from complications of pregnancy each 
year and greater number die from tuberculosis in the same 
period. 
In the year 2001, only 31 per cent of the rural population 
nas access to potable water supply and a tiny minority enjoys 
sasic sanitation, let alone health services. People continue to 
jie for the same reasons they did 50 years ago — infectious 
Jiseases which could be prevented with decent nutrition, clean 
yater and sanitation and access to health facilities. 

While Revathi and her husband struggle to make a living 
ind provide healthy food and water to their child, the medical 
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profession is more visible in providing sex selective abortion 
services than it is in providing essential care. What seems to 
fascinate society, the government and the medical profession 
about the Indian woman is not her overall health needs but 
only those which concer her reproductive capacity. That we 
can actually have an International Conference on Fallopian 
Tubes says everything about how women are viewed. 

A massive government campaign targets women’s re- 
productive capacity. The medical profession has made money 
off the social pressure to give birth to a boy. Pharmaceutical 
companies have tested their products on thousands of poor 
women, and promoted contraceptives, abortificeants, hor- 
mones to regulate their menstrual cycles and more recently, 
hormone replacement therapy for women in their menopausal 
years. 

In every other society, girls outnumber boys because of 
their genetic superiority. Yet, the sex ratio in India has been 
declining steadily over the decades from 972 (for every 1000 
boys) in 1901 to 927 in 1991. Till two decades ago, this was 
attributable to female infanticide and neglect of girl children. 
Then the medical profession stepped in by promoting prena- 
tal sex detection followed by abortion of female foetuses. 

The slight improvement in the latest census (933 females 
for every 1,000 males) conceals worse news, notes demogra- 
pher Malini Karkal. The sex ratio of children up to the age of 
six has gone down further from 962 girls per 1000 boys in 1981, 
to 945 in 1991, to 927 in 2001. The sharpest declines are re- 
ported from Himachal Pradesh, Punjab, Haryana, Gujarat, 
Uttaranchal, Maharashtra and Chandigarh, where abortions 
of female foetuses are known to be widely practised. 

In the 1980s, the Forum Against Sex Determination and 
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~ Sex Pre-Selection launched a campaign against the growing 
and open promotion of sex selective abortion and related tech- 
niques. This led to national’ legislation restricting the use of 
prenatal diagnostic techniques to registered clinics and for 
medical indications. This did not dissuade medical practitio- 
ners and clinics offering various prenatal sex detection meth- 
ods, followed by sex selective abortion ‘if necessary’, that 
flourish all over the country. Advances in medical technology 


have led to doctors hawking these techniques with mobile 
sonography units. 


| Women suffer silently 

While the medical profession promotes such ‘services’, 
it is rarely in the picture when women need real help. Indian 
women must often tolerate ill health without complaint. In a 
community-based study of rural Maharashtra, researchers 
Neha Madhiwalla, Sunil Nandraj and Roopashri Sinha found 
that one in two women interviewed reported an illness in the 
Previous month. Most illnesses were chronic, non-infectious, 
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Total Fetility Rate by State 


Source: 
Note: Rates are for the three years preceding the survey (1996-98) NFHS-2. 1998-89 


making 


with various aches and pains lin| 
their working and living enviror 
childbearing and contraceptive u: 
most half the women tolerated th 
nesses without treatment either b 
they couldn’ t afford to seek the trea 
(because they believed their con 
was untreatable), or health service 
inadequate or inaccessible. 

Aconsiderable proportion of y 
suffer silently from a ran, 
gynaecological problems, many 
ated with medical procedures si 
IUDs, tubectomies, medical termi 
of pregnancy and inappropriate tre 
during delivery. 

How many people know that | 
Indian women die of pregnancy- 
causes each year? The maternal m¢ 
ratio (number of deaths for every 1! 
live births) is 50 times higher than 
oped countries and six times high 
neighbouring Sri Lanka. In addi 
the six major causes — haemot! 
anaemia, eclampsia (pregnancy- 
hypertension), infection, abortion < 
structed labour — nutrition and 
status, lack of information, soc! 
nomic conditions and poor acc 
health services — all influence m 
mortality and morbidity. 

Abortion, which has been | 
India since 1971, accounts for at | 
per cent of maternal deaths, It is est 
that five million medical terminat 
pregnancy (MTPs) take place ir 
annually; only one out of 10 is performed in approved 
services, ' 

A rural community-based study in Maharashtra cor 
by Bela Ganatra and others of Pune's KEM hospital fou 
one out of six women who underwent an abortion di 
abort a female foetus. Two out of three suffer health 
quences serious enough to affect their daily lives. Le 
one-third of women are counselled about the procedure 
but more than half are given contraceptive advice, anc 
are forced to accept contraception in order to get an ab 

The government's health services are concerned 
ily with implementing a population control program 
decades. health workers have been pressurised to m 
gets for 1UD insertion and sterilization, ignoring the q 
of informed consent and Service quality. There is lit 
dence that the new Reproductive and Child Health prog 
does any better. Of course, women want safe, effecti 
traceptives but surely they would like to retain the de 
power on their use. Sterilization accounts fe 
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an 75 per cent of the total contraception in India with 
males having 95 per cent share in it. One in four women 
ho undergo sterilization suffer long-term complications | 
ut they suffer in silence. Women’s groups have long been 
gitating against the government's efforts to various user- 
ontrolled, long-acting, normonal contraceptives. These 
e suspect for their doubtful safety record and potential 
r coercive use. . 

Social pressures force Indian women to be married 
arly and prove their fertility immediately. Here, they fall 
ictim to the infertility industry, a massive network of prac- 
tioners of all kinds, extending their grip into the innennost 
eas of the country, where public health services fear to 
ead. So while TB patients are forced to stop treatment 
ause of sudden and extended drug shortages, there is 
o shortage of advisors to prescribe ovulation-inducing 
gs, hormones and procedures of varying efficacy and 
fety, all towards producing a child. While the rich are 
fered preimplantational genetic diagnosis for sex-selec- 
on via IVF, the poor are not deprived of the opportunity to be 
auperized further in the search for infertility treatment. 

Till recently, the professionals were not interested in older 
omen once their childbearing years were over, the only scope 
r money-making was a hysterectomy. Then came hormone 
placement therapy and calcium tablets. So, now menopausal 
omen find themselves targeted by a complex consisting of 
ie pharmaceutical industry, the medical equipment industry 

ne densimeters, and in the rural areas hand-held scanners 
‘osteoporosis camps’) and the medical profession which 
rescribes tests and the treatment. 

However. women’s health problems extend beyond their 
productive health. Public health specialists such as Imrana 
adeer of the Centre for Social Medicine, Jawaharlal Nehru 
niversity, points out that mortality data from the 
overnment’s model registration scheme indicate that more 
omen in their reproductive years are killed by communi- 
able diseases such as TB than by pregnancy-related causes. 
he focus on reproductive health delinks women from their 
eneral socio-economic conditions which shape their health. 
hether it is access to work so.that they can afford nutritive 

d. access to housing, clean water and sanitation so that 
ey remain well, access to public services such as subsidised 
ins, health services, and so on focusing on reproductive 


. 


ealth is often done at the cost of ignoring general trends in 
ealth care. 


Health policy and women’s health 

The 1983 National Health Policy was meant to arrive at 
‘an integrated, comprehensive approach towards the future 
levelopment of medical education, research and health ser- 
‘ices Which require to be established to serve the actual health 
weeds und priorities of the country. 

The country’s health policy has focussed almost exclu- 
ively on women as reproductive machines while government 
ervices have concentrated on family planning. The latest 


Source: One India One People, Vol 
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health budget reserves more than 60 per cent of its money for 
family planning and associated activities. 

Public health experts note that current trends in health 
care and the policies demanded by the structural adjustment 
programme, have sharpened inequities in health. The institu- 
tion of user charges in public hospitals has further reduced 
the access of the poor to essential services. Selective health 
interventions have become even more focused after the World 
Bank’s 1993 World Development Report which recommended 
limiting government health money to the most ‘cost-efficient’ 
interventions. 

On the other hand, the private health sector has grown 
phenomenally, thanks to state subsidies in the form of medical 
education, soft loans to set up medical practice, etc., account- 
ing for three-fourths of all health expenditure in a country 
where over three-fourths of the population lives at or below 
subsistence levels. 

Private health care is not only the privilege of the rich but 
often the only option of the poor as well. Studies of house- 
hold expenditure have shown that health care can use up to 40 
per cent of a poor family’s budget. In private hospitals, aver- 
age costs of medicines, doctors and hospital can amount to 
twice a family’s monthly income. Even using public services 
costs money 50 per cent of the patients in Mumbai's public 
hospitals spend more everyday than the daily income of their 
entire household. 

Women’s health must be seen in this larger context. It 
includes but goes beyond their reproductive health. Women’s 
health problems requires a second look at the system in which 
they live and work and at the trends in the health system 
they must approach for care. Ba 


The writer is a freelance health journalist. 

She is the Executive Editor, Issues in Medical Ethics, 
the quaterly journal of the Forum for 

Medical Ethics Society. 
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Health for ALL - NOW! 


The ‘Health for All by 2000 AD’ 
slogan and the equally famous Alma 
Ata Declaration on health were 
coined a quarter century ago by 
WHO and UNICEF. In December 
2000, a fresh initiative was launched 
to counter global amnesia and give 
a more urgent call for health for all. 


Dr Ravi NARAYAN 


USSR, co-sponsored by the World Health Organization 

(WHO) United Nations’ Children’s Emergency Organiza- 
tion (UNICEF) and others, gave the world a slogan ‘Health for 
All by 2000 A.D.’ and endorsed the famous Alma Ata Declara- 
tion. This brought people and communities to the centre of 
health planning and health care strategies, and emphasized 
the role of community participation, appropriate technology 
and inter-sectoral coordination. The declaration was endorsed 
by all the governments of the world and symbolized a signifi- 
cant paradigm shift in the global understanding of health and 
health care. 

Some 22 years later after much policy rhetoric and a lot of 
governmental amnesia, this declaration remains un- 
fulfilled and mostly forgotten. 

The Peoples Health Assembly held in Savar, 
Bangladesh December 4-8, 2000, preceeded by a se- 
ries of pre-assembly events all over the world, was a 
vic society effort to counter this global amnesia and 
challenge health policy makers round the world with 
a peoples health campaign for Health for All-Now! 


| I 1978, an International Health Assembly at Alma Ata in 


The National Health Assembly 
The Jana Swasthya 
Sabha was the culmination of 
nearly a year of health mobi- 
lization effort in India which [& 
had three very interesting f 
features. The first feature was 
broad networking. For the first 
lime in decades, health and 
non-health networks came to- 
' gether to evolve global and & 
national solidarity in health. 
In India, this included the All 
India People’s Science Net- 
work (AIPSN), All India Drug 
Action Network (AIDAN), 
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Asian Community Health Action Network (ACHAN), All In- 

dia Democratic Women’s Association (AIDWA), All India 

Women’s Conference (AIWC), Bharat'Gyan Vigyan Samithi 

(BGVS), Catholic Health Association of India (CHAD), Chris- 

tian Medical Association of India (CMAI), Forum for Créche 

& Child Care Services (FORCES), Federation of Medical Rep- 

resentatives Associations of India (FMRAI), Joint Women’s 
Progranune (JWP), Medico Friends Circle (MFC), National 
Alliance of People’s Movements (NAPM), National Federa- 
tion of Indian Women (NFIW), National Association of 
Women’s Organizations (NAWO), Ramakrishna Mission (RK), 
Society for Community Health Awareness, Research and Ac- 
tion (SOCHARA) and Voluntary Health Association of India 
| (VHAI). In most states of 
gem the country, the state 
S821 level links of the above na- 
‘| tional networks came to- 
gether with regional and 
local networks to join the 
process. 


: #8 National Health Assembly, Kolkatta 


© 

m 1. Special invitees (L-R): 
Dr Halfdan Mahler, 
Dr Gauripada Dutta, 
Dr Laxmi Sehgal 

& 2. People’s Health rally 
gece 9. Acultural programme 


The second feature was that this evolving solidarity 
found symbolic expression in five documents at the national 
level. In India there are five booklets available: 


i) What globalization does to people’s health? 

ii) Whatever happened to Health For All by 2000- AD? 
ii) Making life worth living 
iv) A world where we matter 

v) Confronting commercialization of health care. 


These booklets written in all the languages for the lay 


people represent an unprecedented, emerging national 
consensus. 


The third feature was that the sabha at Kolkata was an 
inspiring event that was not just event-oriented but was pre- 
ceded by a range of grassroots, local and regional initiatives. 
For example, it included people’s health enquiries and audits, 
Kalajatha’s health songs and popular theatre, policy dialogue, 
block level seminars, translation of the consensus national 
documents into all the regional languages, campaigns to chal- 


People’s Health Charter 


1. Comprehensive Primary Health Care. 
2. Health under control of panchayat raj institutions. 
3. Comprehensive programme by government with 
investment of 5 per cent of our GNP 
4. Stop privatization of government medical institutions (eg. 
user fees, private practice by government doctors. 
5. Comprehensive need-based human power plan for 
health sector. 
6. Legaland social mechanism to regulate standards and 
norms in private medical / health sector. 
7. Rational drug policy. 
8. Medical research-based on epidemological priorities. 
9. Access to safe and affordable contraceptive measures 
without coercion's incentives, disincentives. 
10. Support to traditional healing systems and home-based 
healing traditions. 
11. Transparency and decentralization in decision-making. 
12. Ecological and social measures to check resurgence of 
communicable diseases. 
13. Facilities for early detection and treatment of non- 
communicable diseases. 
14. Women-centred health initiatives. 
15. Child-centred health initiatives. 
16. Occupational and environmental health measures. 
17. Mental health - community-based and supported. 
18. Programmes for elderly health. 
19. Programmes for health of disabled people. 
20. Restriction of industries that promote addictions and 


_ unhealthy life styles. 


Fo 


lenge medical professionals to become more ‘health for all’ 
oriented and peoples trains that did not just transport health 
activists to the national event but also became travelling work- 
shops and opportunities to increase health awareness during 
the journey, at many stations, with slogans and songs. 
About 2000 delegates arrived in Kolkata, mostly by five 
peoples health trains, bringing with them ideas and perspec- 
tives from 17 state conventions and about 250 district con- 
ventions that covered representatives from about 1000 com- 
munity development blocks in the country. At the Kolkata 
assembly, delegates endorsed an Indian Peoples Health Char- 
ter, apart from spending two days together collectively shar- 
ing their commitment to the ‘Health for All’ campaign by par- 
ticipating in parallel workshops, sub — conferences, exhibi- 
tions, a march for health, a public rally, and cultural programmes 
celebrating national diversity and cultural plurality. 


The People’s Health Charter (India) 

The People’s Health Charter (India) is significant since it 
asserts peoples rights to basic needs and sustainable poli- 
cies; firmly opposes some of the current neo-liberal economic 
trends and anti-poor policies of the government and outlines 
a 20-point set of demands that respond to a comprehensive 
diagnosis of the health service (see box). 


The Global Health Assembly 

Later, about 2000 delegates from the National Health 
Assembly attended the Global Health Assembly at Savar, 
Dhaka. Here, they joined 1453 people from 92 countries, in an 
unusual five day event, bringing together people’s concems 
about the unfulfilled ‘Health for All’ challenge. The Assem- 
bly included a march for health, meetings at which the health 
situation from many parts of the world and struggles of people 
were shared and commented upon by multi-disciplinary re- 
source persons, parallel workshops to discuss a range of health 
related challenges, cultural programmes to symbolize the multi” 
regional, multi-cultural and multi-ethnic diversity of the people 
of the world, exhibitions and video/ film shows and dialogue in 
small and big groups, using formal and informal opportunities. 

Finally, at the end of a whole year of mobilization and a 
very intense interactive assembly in Savar, a Global People’s 
Health charter emerged and was endorsed by all the partici- 
pants. This Charter has now become an expression of com- 
mon concerns, a vision of a better and healthier world, a call 
for radical action, a tool for advocacy for people’s health, and 
a rallying point for global health movements and networks 
and coalition building. : 

The significance of both the National and the Global 
People’s Health Charter are many. First of all, they endorse 
that health is a social, economic and political issue and a fun- 
damental right. Secondly, they identify inequality, poverty, 
exploitation, violence and injustice as the roots of ill-health. 
Thirdly, they underline the imperative that health for all means 
challenging powerful economic interests, opposing globaliza- 
tion in its existing inequitous model, and drastically changing 


political and economic priorities. Fourthly, they try to bring in 
perspectives of voices of the poor and marginalized, (rarely 
heard) encourage people to develop their own local solutions, 
and hold accountable their own local authorities, national 
governments, international organizations and corporations. 
The vision and the principles, more than ever before, extricate 
health from the myopic biomedical-techno-managerialism of 
the last two decades. However, the most significant gain of 
the PHA and the Charter is that for the first time since the 
Alma Ata Declaration (1978), a ‘Health For All’ action plan in 
the Global Charter unambiguously endorses a call for action 
that includes health as a human right, economic challenges 
for health, socio-political challenges of health, environmental 
challenges for health, tackling war, conflict and violence and 
challenges in evolving a people created health sector. This 
comprehensive view of health action, as we enter the new 
millennium, is probably a major gain of the PHA process. . 

Perhaps, the most significant gain, however, not all that 
took place before the events and at the events, but what seems 
to be going on after the December 2000 assembly euphoria 
had died down. 

Ata national level the following types of solidarity initia- 
tives are evolving. The solidarity network now continues un- 
der the new title of Jana Swasthya Abhiyan. It was launched 
on April 7, the World Health Day, now known as People’s 
Health Day. | ak 


The People’s Health Charter and the booklets are being 
discussed with the people and their representatives, policy 
makers, academicians and others to extend the consensus for 
action through formal and informal meetings and workshops. 

Policy dialogues on key issues identified at the National 
Assembly are being organized. A policy dialogue on female 
feticide was held at Rohtek, Haryana in April 2000. Other 
policy dialogues are planned and such initiatives will con- 


tinue. 
To conclude, the National Health Assembly and People’s 


"Health Assembly process was a rather unusual multi-regional, 


multi-cultural, and multi-disciplinary mobilization effort that 
brought together the largest gatherings of activists, profes- 
sionals, civic society representatives and people’s represen- 
tatives to evolve a national and a global instrument of con- 
cer and action, and express solidarity with the health struggles 
of people and the marginalized in today’s inequitous and un- 
healthy global economic order. Most certainly a long road lies 


ahead in the campaign for ‘Health for All, Now’. The Peoples 


Health Assembly at Kolkata and Dhaka, were ~ 
only the beginning. al 


Dr Ravi Narayan is Community Health PR 
Adviser, SOCHARA, Bangalore, a member § 
of the National Coordinating Committee 
for Jana Swasthya Sabha. 


Source: One India One People, Vol. 4, No..12, Pgs. 11-13, July 2001 
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Brave attempt at a health policy 


He minister 
CP Thakur has 
made a brave attempt 
to prepare a new draft 
health policy to face 
up to the health chal- 
' Y) . | lenges of the early 

decades of the 21st 
century. The last one prepared in 1983 
has lost its relevance, the draft docu- 
ment says, because “there have been 


very marked changes in the determinant 
factors to the health sector,” and, of 
course, because “outcomes have not 
Seen as expected.” But the document 
does not address several critical areas 
that any health policy must address 
itself to. ; 

There are three key dimensions that 
any health policy in India must deal 
with. One, it must address itself to the 
extent and quality of the delivery of 
health services. Two, it must deal with 
the emerging ‘double burden of dis- 
ease’, which former director-general of 
the Indian Council of Medical Research, 
Vo Ramalingaswami, had predicted 
nearly two decades ago. And, three, it 
has to go beyond the curative aspects of 
health and also talk about disease pre- 
vention programmes. The draft health 
policy leaves alot to be desired on all the 
three counts. 

As is true with any political docu- 
mentin India, ‘health equity’ is definite- 
y brought in upfront but the document 


presents no new ideas on how health 


services Will-be improved in a way that 
they truly reach out to the rural and 
urban poor. Involvement of civil society 
and local self-governments as part of a 
larger strategy for ‘decentralisation’ is 
mentioned but there is no clarity on the 
whats and hows of this decentralisation. 
The importance given to the Indian sys- 
tens of medicine in reaching out to the 
poor is indeed welcome but a separate 
document on this aspect has yet to be 
prepared. 

The ‘double burden of disease’ has 
not even been seriously addressed in the 
document. On one hand, probably a 
million children below the age of-five 
die every year, most of them because of 


a combination of diarrhoeas and dysen- 


Source: Down To Earth, Pg. 


terics together with malnutrition. Acute 
respiratory infections are known as 
another chief killer of young children 
and 80 per cent of these respiratory 
infections is now attributed to indoor 
air pollution. On the other, diseases like 
AIDS, cancer, respiratory disorders, dia- 
betes and heart problems are rapidly 
gaining ground. If we assume an inci- 
dence of just 100 cancer cases per 
100,000 people, it means we now get 
some one million cases of cancer a year. 

The best way to treat the first set of 
health problems is to ensure food secu- 
rity and supply of adequate and clean 
drinking water. The government’s track 
record on both these counts, as of yet, is 
so shameful that there is no guarantec it 
will become better in the coming 
decades unless there is a sea change in its 
attitudes and approaches. As regards the 
latter, they are extremely expensive | 
to treat which creates serious ‘health 
equity’ problems in a country like India, 
but easier to prevent as they are deeply 
related to lifestyles and environmental 
changes. The draft document almost 
tends to skirt this issue. 

For instance, in its only passing 
mention of rising vehicle density in 
cities, the document says this leads to 
accidents. But there is no mention of 
growing air pollution and its impact on 
human health. There are growing 
number of studies, which speak of the 
deadly poisoning of our bodies and 
growing incidence of respiratory and 
heart diseases. 

The document instead finds an easy 
way out. It states, “Improved health 
standards are closely dependent on 
major non-health determinants such 
as safe drinking water supply, basic 
sanitation, adequate nutrition, clean 
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environment and primary education, 
especially of the girl child. The health 
policy will not explicitly address itself to 
the initiatives in these areas. However, 
the attainment of the various targets set 
in the health policy assume a reasonable 
performance in these allied sectors.” 
In other words, most ministers from 
environment and rural development 
to urban development and food will 
play a key role in meeting the country’s 
health targets. Given the total lack of 
concern that most ministers show for 
the country’s health and environment 
and incompetence within the burcau- 
cracy, this is too much to expect. 
Petroleum minister Ram Naik’s effort to 
derail the Supreme Court’s efforts to 
clean up the air of Delhi is one graphic 
example. 

At the end of day, the biggest prob- 
lem is the lack of public pressure. Indian 
people think very little about their 
health till they fall ill. Even industrial 
workers who work in noxious environ- 
ments don’t demand better working 
conditions. They only demand higher 
wages or ‘toxic allowances’. And the 
trouble is that in no democracy do the 
‘dead and unhealthy’ constitute vote 
banks. And, in India’s democracy espe- 
cially, where politicians unashamedly 
serve only vote banks, health is, there- 
fore, of no concern to them. This is 
reflected in the decline in expenditure 
on public health from 1.3 per cent in 
1990 to 0.9 per cent in 1999. One bump 
in salaries of government servants 
can take away more than what the 
health sector gets. So don’t expect much 
even if the new health policy was a 
better document. » 


— Anil Agarwal 


At the end of day, the biggest 
problem is the lack of public 
pressure. Indian people think 
very little about their health til 


they fall ill 


Private se 
role in the new nation 


Shubham Mukherjee 
NEW DELHI 24 JUNE 


FTER 17 long years the gov- 

ernment seems to have 

finally woken up. A new 
National Health policy is under 
preparation by the ministry of 
health and family welfare and the 
participation of the private sector 
would be one of the major elements 
of the proposed policy. 

The health for all by the year ‘00 
target set in the last national health 
policy could not be achieved satis- 
factorily and therefore the govern- 
ment has decided to rope in the serv- 
ices of the private sector in a big way 
to improve the health and medical 
infrastructure in the country, Union 
health and family welfare minister, 
CP Thakur told ET. The main slo- 
gan of the new policy is “making 
health-available to the poor’,.since 
a country’s development is depend- 
ent largely on the health of its peo- 


ple, he said. “We have been trying - 


to rope in the private sector to par- 
ticipate in building the infrastruc- 
ture for setting up primary health 
facilities but they have not been very 
forthcoming,” Dr Thakur said. 

The ministry has been talking to 
the private sector through repre- 
sentative bodies like Ficci and CII 
and officials expect more participa- 
tion from the private sector under 
the new policy. “The policy also pro- 
poses to rope in corporates to pick 
up about 10 primary health centres 
each for development,” the minis- 
ter said. 

The others elements of the draft 
policy which is expected to be intro- 
duced in the monsoon session of the 
parliament, after the requisite clear- 
ances, include making state medical 
colleges functional, creation of Med- 
ical Grants Commission on lines of 
University Grants Commission, inte- 
grating Ayurvedic system of medi- 
cine with the mainstream, eradicat- 
ing diseases like TB, malaria, kalazaar 
and focusing attention of HIV/AIDS 
. promoting medical tourism and 


introducing a three year medical 
course along with the five year 
MBBS to make available more doc- 
tors to serve the rural populace. 
Though a large part of the allocated 
budget still remains unutilised the 
government plans to.take steps for 
its effective use and has also pro- 
posed to double government spend- 
ing from 1.2 per cent of total spends 
to 2.5 per cent every year till year 
‘10, which would be close to Rs 
40,000 per year. 

While the last national policy 
was successful in keeping polio and 
leprosy under check, the current one 


hopes to put a lid on TB, malaria, 
kalazaar and contain diseases like 
HIV/AIDS. 

As far as integrating Ayurvedic 
system of medicine is concerned, 
medical college students would 
increasingly be sensitised towards 
this Indian system of medicine. Also, 
to rope in more doctors for rural 
areas, the government plans to rein- 
troduce the three year LMP course, 
which was discontinued during the 
1960s, in addition to the five year 
MBBS course. 

The policy also proposes to 
encourage medical tourism and 
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ctor likely to play a majo 
al health poli 


AIIMs would have one suc 
soon, he said. To address t} 
lems of the falling health 
medical colleges, the gover 
also considering setting up 
ical Grants Commission wit 
tial corpus of Rs 20 crore. S| 
have fallen and we need t 
centres of excellence like 4 
others parts of the country 
everyone does not have to 
Delhi, Dr Thakur said. It a 
poses to connect the Natior 
ical Library with its state « 
parts through the inten 
encourage tele-medicine. 
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New health policy 
will only increase 
care Inequities | 


Times News Network 

NEW DELHI: The new health pol- 
icy, revised after a long, Bap of 
almost two decades, wil only 
increase the inequities in provision 
of health care. The policy not only 
suggests user charges at the dis- 
trict-level hospitals but also a sys- 
tem of licentiate medical ‘practi- 
tioners (LMP) to meet the needs of 
primary health centres (PHC). 


Undoubtedly, the policy voices 


the right concerns on patents, med- 
ical research and education, com- 
municable diseases, ethics and 
women’s health. It also seems to be 
interested in reviving the weakest 


the major disease load while also - 
working at their prevention. But 
with the current functioning, the 
burden spills over to specialised 
and super-speciality centres. It is at 
this level that the government pro- 
poses a user fee, a suggestion which — 
most likely will push more into the 
hands of the private sector. 

Public health specialist, Dr D. 
Banerji, says the concept of user 
charges is Da Beane “We are 
talking about health care for the 
poor people. Studies have already | 


shown that health care expendi- 


ture is the second largest cause of 
rural indebtedness.” Dr Imraana 
another 


health care link, Qadir, 
the PHCs, with its public health spe-_ 
suggestion of cialist at the 


additional 55 per cent of the cur- 
rent outlay for them. The second- 
ary and tertiary sectors get only 35 
per cent and 10 per cent respec- 
tively, 

But even as it suggests to revive 
these sectors, the government does 
express its inability to get medical 
doctors to work there. Therefore, it 
Suggests encouraging the practice 
,of LMPs.and training of vierarnusee 
ical personnel to provide health 
care in difficult areas. Clearly, the 
government has different standards 
of care for the rich and the poor, 

‘Moreover, it wants to open more 
centres, which will require addi- 
tional staff as well. As it is, a large 
part of the government money 
goes into salaries. The issue then is 
how far the additional allocation 
will be useful for reviving the 
PHCs. It would be worth pointing 
out that for the 23,000 PHCs sup- 
posed to be functioning across the 
country, there is already a sanc- 
tioned strength of 25,000 doctors. 


The PHCs are expected to take. 


Jawahar Lal Nehru University 
agrees: “User charges hit the very — 
poor. We don’t invest in hospitals 

to improve their condition, but talk 
about cutting subsidies which may 
make health care inaccessible to 
the poor.” And in the present con- | 
ditions, if the people are asked to 
pay at the government hospitals, 
then it will only push them to the 


, private sector, where there is:little: 
’ control on quality of care, 


_ Of course, the government does 

talk about controlling the private 
sector. The health policy, quite 
ambitiously, has set a target of two 
years of bringing into force the 
necessary legislations on infra- 
structure and quality control for 
the private sector, “They just talk, 
they don’t know how to imple- 
ment. First, implementation is diffi- 
cult as health is a state subject. And 
second, the Centre has been 
unable to improve the administra- 
tive machinery of its own instity- 
tions, based right here in Delhi, Dr 
Banerji adds, 


Source: The Times of India Mumbai, dated, 6 September 200] 
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Section II 


Bhore Committee (1946) and its Relevance Today 


Ravi Duggal 


Foundation for Research in Community Health, Bombay 


& 
The Health Survey and Development Com- 
mittee, popularly known as the Bhore Com- 
ittee, is now 45 years old. Its relevance is 
a lost even today. This paper briefly re- 
ws the entire three volume report to 
ight its wide scope and its comprehen- 
and progressive nature. It was in the 
nidst of the Second World War and in suc- 
Kession to the Quit-India movement that 
he Government of India on 18th October 
$43 announced the appointment of the 
Héalth Survey and Development Commit- 
ee under. the Chairmanship of Sir Joseph 
Bhore. The terms of reference were simple: 
a) a broad survey of the present position in 
te d to health conditions and health or- 
nization in British India, and (b) recom- 
Biénd2 tion for future development. To lend 
ppport to the Committee, five Advisory 
EOmmittees were formed : (i) Public 
h (ii) Medical Relief (iii) Professional 
Bducation (iv) Medical Research and (v) 
Soe, ial Health. The advisory Committee 
Betations, tours (in all provinces except 
peeas am and Baluchistan), interviews, obser- 
‘rat Oas etc. resulted in 206 background pa- 
pet , Memoranda and notes which formed 
ok pees of the final report. This task was 
0m plished in 26 months. 


2 mt requests : Dr. Ravi Duggal, Senior 
mereecn Officer, The Foundation for Research 
peoMMunity Health, 84-A, R.G. Thadani 
® Worli, Bombay-400018. 
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The Bhore Committee begins with a 


comparison of the Indian health situation 


with other countries. (See Table 1) 


The poor state of India’s health (IMR 
and life expectancy) in comparison to other 
countries, especially the developed ones is 
apparent. But what is more tragic is that 
today, 53 years later, India has not reached 
the level of health which-developed coun- 
tries had achieved before the start of World 
War! 


At the time of the Bhore Committee the 
health of children and, women was still 
worse. Of all deaths in India in the pre-war 
years 48% were that of children below 10 
years, in comparison to only 10% in Eng- 
land and Wales, and maternal mortality was 
20 per 1000 confinements in India in con- 
trast to about 3 per 1000 in England. The 
comparison is even worse today as in India 
still over 40% of the deaths continue to be 
in the under-10 years age group and mater- 
nal mortality is higher than 5 per 1000. 


The causes of this low level of health in 
India were the same causes which are re- 
sponsible for poor health of Indians even 
today : (i) insanitary conditions : the devel- 
opment of public health was very poor in- 

spite of reforms that began since 1860. As 
stated earlier these reforms were only in 
enclaves where the military or civil 


TasLe 1. 


Death Rate IMR 
ee 


Country (1937) (1937) Males 
New Zealand 9.1 a 65.04 
Australia 9.4 38 63.48 
Union of 
S. Africa 10.1 37 57.78. 
Canada Se ea 76 5932 
USA. Lt 2 54 59.12 
ein 47.55 
Germany 5 iy 64 59.86 
England & 
Wales 12.4 58 58.74 
Ttaly 142 109 53.76 
France 15.0 65 54.30 
Japan 17.0 106 44.82 
Java 18.8 = x 
Palestine 18.9 153 ad 
Ceylon 21.7 158 = 
British India 22.4 162 69] 
Egypt 27.2 165 - 


(*Source for 1987 data : World Development Report, World Bank) 


administration resided. The concern for the 
“native” population was there only as far as 
it affected those staying in enclaves, for ex- 


ample, when there was an epidemic out- 
break. 


(ii) Defective nutrition : Malnutrition 
and undernutrition reduce the vitality and 
power of resistance of an appreciable sec- 
tion of the population. About 80 to 90 per 
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Comparison of Mortality and Life Exp 


Life Expectancy at Birth 
Life Expectancy at PM 


ectancy 


1987 
Death Life Expectancy 
Females Death IMR Male Female 
Rate 
67.88 (1931) 9 11 72 78 
67.14 (1932-34) 8 10 73 80 


61.48 (1925-27) 10 72 58 64 


(Europeans (Blacks & White) 
only) 
61.59 (1929-31) 8 8 73 80 
62.67 (Whites) 9 10 72 74 
49.51 (Blacks) (Blacks & White) 
"62.75 (1932-43) 12 8 Te. «aa 
(W. Germany) 


62.88 (1930 ie OD. CT 78 

56.00. (1930-22)e, f0.-..10:. 2 74 80 

59.02 (1928-33) 10 8 74 80 

46.54 (1926-30) 7 6 75 81 

a Pa OO © 5g 62 
(Indonesia) 


B 
26.56 (1921-30) 11 99 58 58 
s 10 85 59 62 


cent of the food consumed by Indians 08 
sists of cereals and in the 1939-43 pense 
even this fell short (in terms of availabil 
by 22 per cent. } ¥ 
(iif) Inadequacy of the existing medi@ 
and preventive health organisation : The & 
isting facilities are only a fraction of the % 
quirement on the basis of any decent Sa 
dards. A comparison of India and Ut te 
Kingdom for the year 1942-43 shows © 


pllowing ratios (Table 2), 
; (iv) Lack of general and health education 
jt must be clarified that the Bhore Com- 
pittee did not view these causes as inde- 
dent of each other. They were seen as 
bing interrelated, and overriding these 
pauses were unemployment and poverty 
which were considered by the Committee to 
fonstitute the social background of ill- 
th. 


t THE POLITICAL ECONOMY OF A 
F | NATIONAL HEALTH PLAN 


he Bhore Committee continues in Volume 
“It is not for us to apportion responsibil- 
' for the sombre realities which face us 
oday. It is with the future that we are con- 
ferned and.if. the picture is to be substan- 
ally altered for the better with the least 
Bossible delay, a nation-wide interest must 
be aroused and the irresistible forces of an 
ie ened public opinion essayed in the war 
wainst disease. Only a vivid realization of 
he grievous handicap which is today retard- 


ing the country’s progress can help to mobi- 
lize an all-out effort in this campaign and 
infuse into it a driving force which will 
gather and not lose momentum as time 
goes on. If it were possible to evaluate the 
loss which this country annually suffers 
through the avoidable waste of valuable 
human material and the lowering of human 
efficiency through malnutrition and pre- 
ventable morbidity, we feel that the result 
would be so startling that the whole country 
would be aroused and would not rest until a 
radical change had been brought about.” 

In designing this plan the Committee 
clearly indicated that the national health 
services would be an integral part of an 
overall programme of reconstruction. “We 
should be failing in our duty if we omitted 
to stress the composite character of the 
problem with which: we are faced and to 
point out that a frontal attack upon one sec- 
tor alone can only end in disappointment 
and a waste of money and effort.” 

The Bhore Committee concluded that 


Tase 2. Health Facilities in India and UK in 1942-43 and in India in 1987. 


d Population per facility 
valepories India UK. India 
7 1942-43 1987* 
tors 1to 6,300 Lto 1,000 to 2,330 (1 to 1000 including 
wsOpathic) non-allopathic doctors 
phere: Lto 43,000 to 300 to 3,480 | 
po: 1 to 400,000 1to 4,770 1 to 60,000 
Vitktors 
BEOwivcs Lto 60,000 lto 618 to 4,300 1 to 2133 including 
f ANMS) 
Beats 1 to 300,000 Lto 2,700 1 to 80,000 
MMpitalBeds 1to 4,167 epi 40 >Los Aal0 


on: ce for 1987 data : Health Information of India, 1987, CBHI, Government of India, 1988. 
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health care services would be available to 


ns, irrespective of their ability to 
ould be a complete medi- 
cal service, domiciliary and institutional, in 
which all the facilities required for the 
treatment and prevention of disease as well 
as for the promotion of positive health are 
provided, “Thus there should be provision 
for every patient, if his condition requires it, 
to secure the consultant, laboratory and 
other special services which may be neces- 
sary for diagnosis and treatment. There 
should also be provision for the periodical 
medical examination of every person, sick 
or healthy, so as to ensure that his physical 
condition is appraised from time to time 
and that suitable advice and medical aid, 
whereever necessary, are given in order to 
enable him to maintain his health at the 
highest possible level.” 

The Bhore Committee felt that a very 
large section of the. people are living below 
the normal subsistence level and cannot af- 
ford as yet even the small contribution that 
an insurance scheme will require. “We 
therefore consider that medical benefits will 
have, in any case, to be supplied free to this 
section of the population until atleast its 
economic condition is materially improved. 
We are averse to drawing any line of dis- 
tinction between sections of the community 
which are and are not in a position to pay 
for such benefits. The absence of certain 
amenities and services in the countryside 
has proved deterrent to medical practitio- 
ners leaving the attraction of cities and 
towns and migrating to the villages. We 
have, therefore, come to the conclusion that 
the most satisfactory method of solving this 
pr oblem would be to provide a whole-time 
salaried service which will enable govern- 
sesie ee re doctors will be made 

Cir services are needed. 


all citize 
pay, and that it sh 
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The evidence tendered bya number of rep. 
resentatives of medical associations, by prj. 
vate individuals and by several responsible 
medical administrators lends strong suppogt 
to this proposal. ' 

Further, if the poor in the rural areas 
must receive equal attention and if preveg. 
tive work must get done then private prag. 
tice by whole-time salaried doctors shoyld 
be prohibited. Theoretically the patient wil 
be free to take treatment in any state insti 
tution. But in practice for his own conven. 
ience he would go the nearest available. His 
choice would widen with the expansion of 
health care facilities. ? 


THE NATIONAL HEALTH PLAN 


Keeping in view the socio-economic and 
health conditions in India the Bhore Com 
mittee set itself the following objectives ta 
be achieved through the plan they were fore 
mulating. . 9 

1. The services should make adequate 
provision for the medical care of the ind& 
vidual in the curative and preventive fields 
and for the active promotion of positive 
health; : 

2. These services should be placed af 
close to the people as possible, in order ta 
ensure their maximum use by the comma 
nity which they are meant to serve; a 

3. The health organization should pte 
vide for the widest possible basis of 
eration between the health personnel 
the people; 

4. In order to promote the develop 
of the health program on sound lines @ 
support of the medical and auxiliary pr 
sions, such as those of dentists, pharm 
and nurses, is essential; provisions 
therefore, be made for enabling the rept 
sentatives of these professions to influes 
the health policy of the country; 


| 5, In view of the complexity of modern 
edical practice, from the stand-point of 
osis and treatment, consultant, labora- 
and institutional facilities of a varied 
aracter, which together constitute 
oup”, practice should be made available; 
. 6. Special provision will be required for 
ertain sections of the population, e.g., 
others, children, the mentally deficient 
d others; 

-7. No individual should fail to secure 
uate medical care, curative and pre- 
entive, because of inability to pay for it; 


1 8. The creation and maintenance of as 
fealthy an environment as possible in the 
Somes of the people as well as in the places 
where they congregate for work, amuse- 
-nt or recreation, are essential. 

}. The Bhore Committee further recog- 
sed the vast rural-urban disparities in the 
Eisting health services and hence based its 
plan with specifically the rural population in 
mind. It’s plan was for the district as a unit. 
BeThe district health scheme, also called 
the three million plan, which represented 
gn average districts population, was to be 
Organized in a 3-tier system. “At the periph- 
ety will be the primary unit, the smallest of 
bese three. types. A certain number of 
fhese primary units will be brought under a 
gcondary unit, which will perform the dual 
Mnction of providing a more efficient type 
health service at its headquarters and of 
Bpervising the work of these primary units. 
bbe headquarters of the district will be pro- 
Bed with an organization which will in- 
wade, within its scope, all the facilities that 
aE necessary for modern medical practice 
epwell as the supervisory staff who will be 
ssponsible for the health administration of 
sas district in its various specialized types of 


a WLOF ? 
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This health organization would provide 
integrated health services, curative, preven- 
tive and promotive—to the entire popula- 
tion. 

In this paper we will discuss only the long 
term programme which was to be realized 
within a period of 30 to 40 years. That is by 
the early eighties all the facets of the Bhore 
Committee should have been realized. We 
are now in the year 1990 and very well know 
(and it is very humiliating to know) that we 
are nowhere close to what the Bhore Com- 
mittee had recommended in 1946 as the 
minimum requirements for a decent health 
care delivery system. This embarrassment 1s 
only enhanced when we discover that these 
recommendations of the Bhore Committee 
were far lower than the level most devel- 
oped countries had reached on the eve of 
the World War II! 

The level of health care envisaged by the 
Bhore Committee stated in terms of ratio to 
a standard unit of population was 567 hospi- 
tal beds, 62.3 doctors, 150.8 nurses per 
100,000 population. As a contrast to this in 
1942 in the United Kingdom these ratios 
were : 714 beds, 100 doctors, 333 nurses per 
100,000 population. 

And in India of 1988 these ratios lagged 
at : 76.3 beds, 42.9 doctors per 100,000 
population (100 per 100,000 if we include 
non-allopaths), 28.7 nurses per 100,000 
population. The three tier plan of health or- 
ganisations was as follows : 


Primary Unit 
Every 10,000 to 20,000 population (depend- 


ing on density from one area to another) 
would have a 75-bedded hospital served by 
six medical officers including medical, sur- 
gical and obstetrical and gynaecological 
specialists. This medical staff would be sup- 


ported by 6 public health nurses, 2 sanitary 


inspectors, 2 health assistants and 6 mid- 
wives to provide domiciliary treatment. At 
the hospital there would be a complement 
of 20 nurses, 3 hospital social workers, 8 
ward attendants, 3 compounders and other 
non-medical workers. 

Two medical officers along with the pub- 
lic health nurses would engage in providing 
preventive health services and curative 
treatment at homes of patients. The sani- 
tary inspectors and health assistants would 
aid the medical team in preventive and pro- 
motive work. Preferably at least three of the 
six doctors should be women. 

Of the 75 beds, 25 would cater to medi- 
cal problems, ten for surgical, ten for ob- 
stetrical and gynaecological, twenty for in- 
fectious diseases, six for malaria and four 
for tuberculosis. This primary unit would 
have adequate ambulatory support to link it 
to the secondary unit when the need arises 

- for secondary level care. Each province was 
given the autonomy to organize its primary 


units in the way it deemed most suitable for 


its population, but there was to be no com- 
promise on quality and accessibility. 


Secondary Unit 


About 30 primary units or less would be 
under a secondary unit. The secondary unit 
would be a 650-bedded hospital having all 
the major specialities with a staff of 140 
doctors, 180 nurses and 178 other staff in- 
cluding 15 hospital social workers, 50 ward 
attendants and 25 compounders. The secon- 
dary unit besides being a first level referral 
hospital would supervise, both the preven- 
tive and curative work of the primary units. 

The 650 beds of the secondary unit hos- 
pital would be distributed as follows : Medi- 
cal 150, Surgical 200, Obs. & Gynae 100, In- 
fectious Disease 20, Malaria 10, Tuberculo- 
sis 120, Pediatrics 50. Total 650. 
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District Hospital 


Every district centre would have a 2500 
beds hospital providing largely tertiary care 
with 269 doctors, 625 nurses, 50 hospital 
social workers and 723 other workers. The 
hospital would have 300 medical beds, 359 
surgical beds, 300 obs. & gynac beds, 540 
tuberculosis beds, 250 pediatric beds, 300. 
leprosy beds, 40 infectious diseases beds, 20 
malaria beds and 400 beds for mental dis- 
eases. A large number of these district hog 
pitals would have medical colleges attached 
to them. However, each of the three levels 
would have functions related to medical 
education and training, including internship. 
and refresher courses. a 
Special Services if 
In addition to this basic infrastructure the’ 
Committee recommended a wide range of 
other health programs that would provide 
support and strength to this health organ 
isation. w 
Certain diseases were singled out for 
special inputs that would be required te 
control and/or eradicate them. These dis 
eases were malaria, tuberculosis, small pox 
cholera, plague, leprosy, veneral diseases 
hook-worm disease, filariasis, guineaworm! 
disease, cancer, mental diseases, mental de! 
ficiency and diseases of the eye and blind 
ness. — Ai 
For all these diseases the Committed 
found that facilities are grossly inadeq 
and need urgent attention—“proper sanitad 
tion and other public health measures 
the key to eradicate or control such 
eases.” . 


A review of environmental hygiene of 


the committee indicated inadequate 14 
poor quality town and village pl 
housing, water supply and genera 


ew 


itation. “This is a cause for concern be- 
without this medical relief has little 
ing. Hence, a social disease such as 
rculosis can be combated successfully 
if ameliorative measures on an exten- 
scale can be undertaken so as to im- 
wove the general standard of living, includ- 
sg housing, nutrition and sanitation of the 
-avironment in the home, the workplace 
tad places of public resort.” 


‘alth of Mothers and Children 


® “Our ultimate aim should be not merely 
» safeguard maternity but also to provide 
dequate health protection to all women, in 
Rieder to ensure that the function of mother- 
food is undertaken under optimum condi- 
Fons of health. Special services for the pro- 
ection of maternity will no doubt be 
quired, but these-services should be 
teyeloped as parts of the wider organiza- 
fia for providing adequate health protec- 
Hon to all women”. Keeping this principle 
fa mind special services were recommended 
BX the Committee for the health of mothers 
rid children within the framework of gen- 
bral health services. The facilities available 
ai the primary unit would enable the estab- 
an ent of a maternity and child welfare 
fatre which would have the following func- 
B(1) To get in touch with as many preg- 
at women in the area and to persuade 
gem to visit the clinic regularly. On the first 
wt a detailed examination of the expectant 
meecrs general and obstetric, should be 
made and a record of her medical history 
Bp. At subsequent visits advice in respect 
Bex hygiene of pregnancy and instruction 
peatding diet will be given. 

E 0 To provide for the skilled assistance 
bee Midwife or traincd dai at the time of 
ary and for domiciliary visits by a 
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public health nurse for two weeks thereaf- 
ter. 

(3) To keep the mother and child under 
observation, if possible, for a year. It is de- 
sirable to keep a weekly weight record of 
the infant. Advice to the mother should be 
given in respect of lactation, diet and exer- 
cise and, at a later stage, in respect of wean- 
ing. Treatment, where necessary should be 
given and extra nourishment to mother and 
child should be made available, if required. 

(4) To teach mothercraft in all its 
branches with practical demonstrations, 
special emphasis being laid on the inculca- 
tion of sound hygienic habits in the mother 
and child. 

(5) To keep children under observation, 
if possible, upto five years, weight and prog- 
ress records should be kept. From the sec- 
ond year onwards monthly visits would suf- 
fice, but the mother should be instructed to 
report any illness arising between visits to 
the clinic and a domiciliary visit by a doctor 
should, in such cases, be arranged. 

(6) To organize occasional talks, by 
suitable persons, for husbands and fathers 
in order to secure their cooperation. 

(a) in the care of their women, especially 
during pregnancy, 

(b) inthe advisability of spacing the births 
of their children. 

(c) prep eres 

(d) in ‘aiding their wives in the mainte- 
nance of hygienic surroundings and in 
providing a well balanced diet for the 
family; and 

(e) in the development of the faculties of 
children by means of manual occupa- 
tions, special toys, games etc. ... and 

(7) to give instruction on birth control. 


Besides the above the Committee 


recommended provision for a playground 
for children at the centre with adequate 


facilities that would make it a social activity 
area for mothers and children through 
which health and social education can be 
imparted by trained social workers. 
The Committee also recommended the 
establishment of nurseries on the lines of 
those that had been set up in the Soviet Un- 
ion. These nurseries should develop as an 
integral part of the child-welfare organiza- 
tion : Its aims would be not only to provide 
proper education to the mothers and chil- 
dren but also provide support in child care 
during the mother’s working hours. And fi- 
nally the Bhore Committee recommended a 
maternity benefit scheme that would help 
the pregnant and nursing woman to over- 
come the strain resulting from the overwork 
that she is invariably subjected to. The com- 
mittee recommended compulsory absten- 
tiesm from work for working women six 
-weeks prior and six weeks after delivery 
alongwith a grant of a maternity benefit. 


Financing of the National Health Service 


At the time of the Bhore Committee the 
amount of expenditure for medical relief 
and public health by the state was very 
small. It ranged from (in 1944-45) a low of 
2.8 annas (or 16.8 paise) per capita in Cen- 
tral provinces and Berar to a high of 10.9 
annas (or 65.4 paise) in the Bombay Prov- 


ince which was 3.1% and 4.5%, respectively, 


of totak provincial government expenditure. 

The Bhore Committee comments that in 
Great Britain in 1934-35 (prior to NHS) the 
government was spending as much as 
20.4% of their total expenditure on health 
care services. Even the United States gOv- 
ernment spent 13.8% of its total expendi- 
ture in 1938 on health services. “It is hence 
obvious that governments in India have 
been spending an unduly small proportion 
of their incomes on health administration 
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and there is therefore every justification for 
demanding that the ratio of expenditure 
under this head must be raised considera: ’ 
bly. The government should be prepared tg 
increase the money spent on health tp 
atleast 15% of the total expenditure.” 

The development of the plan as envig. 
aged by the Committee would cost the gox 
ernment as little as 1 Re and annas 14 (Rg 
1.87) per year in the first ten years (1945-46 
prices) on recurring expenditure and Re, 
anna 1 and paise 5 (Rs. 1.11) per capita peg 
year on non-recurring expenditure. The for. 
mer would be spent from state revenue$. 
and the latter from loars (the recurring cost. 
includes amortisation payments for non-réx 
curring expenditure). This would hav 
amounted to only 1.33% of GNP. iP 

From the percentage distribution of thé: 
national health schemes expenditure it # 
clear that a little more than half of the total) 
(both in case of recurring and non-recury 
ring) would go to the three million uni, 
schemes which forms the core of the 
and over one-half of-this would be spent df! 
Primary units that would provide he: 
services at virtually the doorstep of th 
population. z 

_ The other major head of expenditure 
professional medical education which ba 
been allocated 11% of the plan’s share. O§ 
this nearly half would be spent on the oda 
cation and training of doctors and abow 
one-third on nursing education (in the co 
of non-recurring cost 68% of professiogi 
education expenditure would be for tralian 
of doctors). & 

On the non-recurring side, water sUPPR 
and drainage have been allocated a may 
share. By its nature it is largely a CAPR 
expenditure and the recurring costs 3% 
mainly charges for maintenance 
system. 


An interesting component of expendi- 
mre of the Bhore Committee’s plan is pro- 
Meion for housing accommodation for all 
Seaith staff involved in the three million 
r+ scheme. This expenditure (on the non- 
Rurring side) is 30% of total non-recur- 
F7 expenditure and a whopping 58.52% of 
ah. three million unit non-recurring expen- 
Hur Cc. 

Two other important items (on the re- 
Firing side) are salaries and drugs. In the 
eee million unit scheme salaries constitute 
£930% of the total expenditure on the 
ree million units and drugs 7.04%. Of 
urse this is only for the~3 million units 
Beheme. Salaries and drugs would also be 
sportant components in the other schemes 
Bf the Bhore Committee plan. Finally the 
Bhore Committee strongly recommends 
hs tit should be a statutory obligation on 
Myernments to spend a minimum of 15% 
bf their revenues on health activities. 


4 a rt sere 


‘ed 
e 


= The Bhore Committee ends its report on 
‘Gear note of urgency for implementation 
the plan in its full form. “The existing 
Bate of public health in the country is so 
Msatisfactory that any attempt to improve 
wo present position must necessarily in- 
Er administrative measures of such mag- 
Bode as may well seem to be out of all 


ay “ ion to what has been conceived and 


: “4 17) 
=e 4 


a plished in the past. This seems to us 
mpuable, especially because health ad- 
Beecttation has so far received from gov- 
Beets but a fraction of the attention 
Bee it deserves in comparison with other 
geectes of governmental activity. We be- 
Mew that we have only been fulfilling the 
Ete Posed on us by the Government of 
Met 2 putting forward this health pro- 
fee’, Which can in no way be considered 


eaavagant either in relation to the stan- 


- 


of health administration already 
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reached in many other countries or in rela- 
lion to the minimum requirements of any 
scheme which is intended to demonstrate 
an appreciable improvement in the health 
of the community. For reasons already set 
out, we also believe that the exectition of 
the scheme should not be beyond the finan- 
cial capacity of governments. 


Relevance of Bhore Committee Today 


Health services today are as inadequate and 
underdeveloped as they were during the 
time of the Bhore Committee. The analysis 
of the health situation by the Bhore Com- 
mittee in the early forties would hold good 
if a similar enquiry is undertaken today, 
nearly half a century later. The enclave pat- 
tern of development. of the health sector 
continues even today-the poor, the villag- 
ers, women and other underprivileged sec- 
tions of society, in other words the majority 
still do not have access to even basic health — 
cate. ee 

Instead of the national health care serv- 
ices that the Bhore Committee had envis- 
aged, which would be available to one and 
all irrespective of their ability to pay, fur- 
ther, modification of health care SETVICES 
took place strengthening the operation of 
market forces in this sector. 

It is true that mortality has declined, but 
there is no evidence of decline in morbidity. 
One suspects that the latter must have in- 
creased manifold due to mortality reduc- 
tion. Infact the little evidence of classwise 
mortality differentials indicate that mortal- 
ity decline among the poorer section is only 
marginal. The aggregate figures are biased 
by the favourable conditions that the top 
20% of the population has carved for itself. 
It is this improvement that reflects the ag- 
gregate improvement in all spheres of 
India’s development. 


The recoiiiendations of the Bhore 
Committee were not rejected outright by 
the governments of Independent India. The 
principles weré accéptéd itt the First Five 
Year Plan but the conténts were vety gelec- 
tively focused. The rest is history. 

Forty years later we see that only one 
target of the Bhore Committee’s recom- 
mendations was realised i.e., the production 
of doctors. But the unfortunate aspect of 
this development is that these doctors have 
been produced not for the ‘salaried service’ 
in the national health plan that the Bhore 
Committeé had envisaged but for adding to 
the ranks of private medical practitioners. 
What is even mofeé titifortunate is that these 
private medical practitioners have been 

produced at the expense of the public ex- 
chequer and they profit from the practice of 
medicine without any significant state regu- 
_ lation of their activity. 

The other recommendations of the 
Bhore Committee have been gradually di- 
luted and unfocussed. For instance the Pri- 
mary Health Centre which we have at pres- 
ent is not even ah apology of what the 
Bhore Committee had outlined—the 75 bed- 
ded Primary Health unit with 6 doctors, 20 
nurses, 6 public nurses and a host of other 
paramedical staff catering to a 10,000-to 
20,000 population then proposed, as against 
a six bedded primary health centre with one 
doctor, 1 nurse midwife, 1 public health 
nurse, 6 auxiliary nurse midwives and 6 
Male Multipurpose Workers (MMW) for a 
30,000 to 80,000 population now existing. It 
will only add to the humiliation if we com- 
pare the other recommendations to the 
achievements today. 

Dita iis, os the health sector, be- 
le ie 3 i i O doctors, which has de- 

K erably is the production of 
drug formulations, especially in the private 
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sector. It is logical that this should d 
to support the large mass of private medical 
practitioners. Even.the production of phaz 
macists has increased phenomenally from4 
pharmacist to 4 million population in 1942, 
43 to 1 pharmacist to 3500 population ig 
1987. i 
Universal coverage of the populatiog 
through some health plan is historically wey 
entrenched today, whether this be through 
health insurance or state run health SerWy 
ices. There is no developed country, 
whether capitalist or socialist, which has not, 
insured, through either of the above means, 
or a combination, a minimum standard of; 
health care for its population. In 3 
countries the state provides health caré: 
among other ‘social services’, as‘a basi¢ 
right of the citizen. In capitalist co 
social security has evolved under the cog 
cept of a welfare state and health is one¢ 
the prominent elements. - 
India was fortunate in having a Nations 
Health Services plan prior to independency} 


piss 2 
but it missed the bus. Inadequate resource) 


may appear to be a strong reason for 9d 
implementing the Bhore Committee pla! 
but when resource allocations are 
carefully we clearly see that financial 
sources .were largely committed to are 
which helped the development of capia 
ism. The focus was clearly in that di 
leaving for the social services like hes 
education and housing only residual og 
sources. Over the years more than . 
plan resources have been allocated to 6% 
nomic services whose benefits have ee 
appropriated by a small class of capeaag 
farmers and the bourgeoisie. For insta | 
most of the resources expanded on agri 
ture and irrigation have benefited the 5 
and middle peasantry and agri-busig 
(fertiliser, pesticide and modern 9Y 


S.olements industry). The development of 
pw r, basic or infrastructure industry, 
BS pant and communication has largely 
\* ined industrial capitalism to prosper, with 
C public sector industry invariably absorb- 
¢ vast losses. 

The same pattern of expenditure is seen 
a the expending of revenue resources of 
The state. The ‘Economic Services’ and non- 
lopment expenditure (defence, police 
sd administration) eat away more than 
% of these resources leaving only a mere 
e-service worthiness for the social services 
pector. We will not extend this explanation 
oe ther because it 1s very well documented 
various scholars. 

eGiven the subsistence or even below sub- 


snd for a national health service assumes 
3 peat urgency, and hence resource con- 
Mrgzint cannot be an issue. In such a socio- 
nomic setting the state’s responsibility in 
woviding a free minimum standard of 
S th care alongwith other ‘social services’ 
becomes even more important because the 
Bes Ority of the households do not have a 
xa us, after spending on their basic neces- 
mes such as food, clothing, water and shel- 
| Begso take care of their basic social needs 
ad as education and health care. Hence 
eee ocmnand for a national health service is 
ved On just this ground let alone other 
ah “gee Committee mee wide 
arn ork to develop a national health 
bop And we feel that with suitable 
3 mications to accommodate present con- 

Be and considerations a national health 


y can be evolved within a single plan 


Bem, 
S: 
EG oe 
ey 


| 3 & of the main arguments against na- 
Malth service is that public medical 


ats 
eee «* 
 ] O's 


acs standard of life in India, the de- | 


that presently exist both are | 


inefficient and inadequately provided, be- 
sides being impersonal and corruption rid- 
den. This may be true to some extent but 
this simple argument can be easily coun- 
tered by showing that the inefficiency and 
inadequacy of public hospitals is largely due 
to the existence of the private health sector. 
If there was no private health sector then 
the public services would have no choice 
but to function properly and people, as well 
as the state, would ensure this because the 
alternative private health sector would not 
be there. 

It is well established that state monopo- 
lies function quite smoothly and efficiently 
and many also make huge profits that even 
large private corporations envy. The public 
sector petroleum industry (ONGC, India 
Oil etc.) for instance, make whopping prof- 
its. Similarly public services like railways, 
electricity supply, water supply, telephones, 
public road transport, banking etc. function 
quite efficiently and provide people a fairiy 
adequate services where they exist. We are 
not saying that they don’t have problems or 
they are running at optimal efficiency. All 
we want to point out is that a public sector 
monopoly can deliver goods, provided the 
private sector does not have vested interests 
attached to it. For example a large number 
of state infrastructure industry make heavy 
losses not because they are inefficient but 
because they provide subsidised inputs to 
the private industrial sector. We would like 
to round off this argument by saying that 
today most of the large and medium private 
corporations are thriving with resources of 
public financial institutions like UTI, LIC, 
public sector banks etc. Thus there should 
be no constraint on finances for setting up a 
national health service. 

The support for privatisation has gained 
strength in the last one year with per- 
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estroika and glasnost in the socialist coun- 
tries. In India the health sector too has got 
caught in this wave and beginnings have 
been made with the introduction of user- 
charges in public health institutions. The 
small mercies that the under privileged had 
in the form of free public health services 
too seem to be getting out of their reach. 
This must be prevented and countered, and 
the demand for a national health service 
must become vociferous before the corpo- 


MO type of ‘health revolutiog’: 
dia and uproots the smaqi 
legacy of public health services we already: 
have. We have to demand that health be.* 
comes a right which the state must provide: 
for unconditionally from the revenue it coj.! 
lects from citizens. The Bhore Committee 
report, though nearly half a century o 
gives us the basic foundation from which 
can build the apparatus of a national health 
¢ 


service. 


rate and H 
takes over 10 In 


Source: Indian Journal of Pediatrics, Vol. 58, No. 4, Pgs. 395-406, 1991 
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; Declaration of Alma-Ata 


The International Conference on Primary Health Care, meeting in Alma-Ata this twelfth day of 
September in the year Nineteen hundred and seventy-eight, expressing the need for urgent 
action by all governments, all health and development workers, and the world community to 
— — promote the health of all the people of the world, hereby makes the following 


I 


The Conference strongly reaffirms that health, which is a state of complete physical, mental 
and social wellbeing, and not merely the absence of disease or infirmity, is a fundamental 
human right and that the attainment of the highest possible level of health is a most important 
world-wide social goal whose realization requires the action of many other social and economic 
sectors in addition to the health sector. 


II 


The existing gross inequality in the health status of the people particularly between developed 
and developing countries as well as within countries is politically, socially and economically 
unacceptable and is, therefore, of common concern to all countries. 


Ill 


Economic and social development, based on a New International Economic Order, is of basic 
importance to the fullest attainment of health for all and to the reduction of the gap between 
‘the health status of the developing and developed countries. The promotion and protection of 
the health of the people is essential to sustained economic and social development and 
contributes to a better quality of life and to world peace. 


IV 
The people have the right and duty to participate individually and collectively in the planning 
and implementation of their health care. 


V 


Governments have a responsibility for the health of their people which can be fulfilled only by 
the provision of adequate health and social measures. A main social target of governments, 
international organizations and the whole world community in the coming decades should be 
the attainment by all peoples of the world by the year 2000 of a level of health that will permit 
them tc lead a socially and economically productive life. Primary health care is the key to 


attaining this target as part of development in the spirit of social justice. 


VI 


is essential health care based on practical, scientifically sound and socially 
eee bie ene pe technology made universally accessible to individuals and families in 
the community through their full participation and ata cost that the community and country 
can afford to maintain at every stage of their development in the spirit of self-reliance and self- 
determination. It forms an integral part both of the country's health system, of which it is the 
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of the overall social and economic ec leragld e a 
indivi i d community wi e 
ct of individuals, the family an 
oon ering palace as close as possible to where people live and work, 
inui 2SS. 
paseo the first element of a continuing health care proces 


central function and main focus, and 


vil 


Primary health care: 

i iti i d political 
conomic conditions and sociocultural an _ po 
nities and is based on the application of 
alth services research and public health 


1. reflects and evolves from the e 
characteristics of the country and its commu 
‘the relevant results of social, biomedical and he 
experience; 

2. addresses the main health problems in the community, providing promotive, preventive, 
curative and rehabilitative services accordingly; 


3. includes at least: education concerning prevailing health problems and the methods of 
preventing and controlling them; promotion of food supply and proper nutrition; an 
adequate supply of safe water and basic sanitation; maternal and child health care, 
including family planning; immunization against the major infectious diseases; 
prevention and control of locally endemic diseases; appropriate treatment of common 
diseases and injuries; and provision of essential drugs; 


4. involves, in addition to the health sector, all related sectors and aspects of national and 
community development, in particular agriculture, animal husbandry, food, industry, 
education, housing, public works, communications and other sectors; and demands the 
coordinated efforts of all those sectors; 


5. requires and promotes maximum community and individual self-reliance and 
participation in the planning, organization, operation and control of primary health 
care, making fullest use of local, national and other available resources; and to this end 
develops through appropriate education the ability of communities to participate; 


6. should be sustained by integrated, functional and mutually supportive referral systems, 
leading to the progressive improvement of comprehensive health care for all, and giving 
priority to those most in need; 


7, relies, at local and referral levels, on health workers, including physicians, nurses, 3 
midwives, auxiliaries and community workers as applicable, as well as traditional 
practifioners as needed, suitably trained socially and technically to work as a health 
team and to respond to the expressed health needs of the community. 


Vill 


mobilize the country's resources and to use available external 
IX 


coordination with other sectors. To this end it will be necessary to exercise political will, to 


resources rationally. 


All countries should cooperate in a spiri i 
pirit of partnership and service to i | 
care for all people since the attainment of health by people in ane tuner, Pie 
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concerns and benefits every other country. In this context the joint WHO/UNICEF report on 
primary health care constitutes a solid basis for the further development and operation of 
primary health care throughout the world. 


x 


An acceptable level of health for all the people of the world by the year 2000 can be attained 
through a fuller and better use of the world's resources, a considerable part of which is now 
spent on armaments and military conflicts. A genuine policy of independence, peace, détente 
and disarmament could and should release additional resources that could well be devoted to 
peaceful aims and in particular to the acceleration of social and economic development of 
which primary health care, as an essential part, should be allotted its proper share. 


The International Conference on Primary Health Care calls for urgent and effective national and 
international action to develop and implement primary health care throughout the world and 
particularly in developing countries in a spirit of technical cooperation and in keeping with a 
New International Economic Order. It urges governments, WHO and UNICEF, and other 
international organizations, as well as multilateral and bilateral agencies, non-governmental 
organizations, funding agencies, all health workers and the whole world community to support 
national and international commitment to primary health care and to channel increased 
technical and financial support to it, particularly in developing countries. The Conference calls 
on all the aforementioned to collaborate in introducing, developing and maintaining primary 
health care in accordance with the spirit and content of this Declaration. 


Source: International Conference on Primary Health Care, Alma Ata, USSR, 
6-12 September 1978 
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Major Recommendations 


Objectives 


1. The objective of the national health policy should be | to 
provide health for all by 2000 a.p. This implies the provision 
of a good and adequate health care system for all citizens, and 
especially for women and children and poor and underprivileged 
groups. It also implies a drastic reduction in the total morbidity 
and mortality. In particular, it will mean a fall in infant morta- 
lity from 120 to 60 or less, and in the overall death rate from 
15 to 9 (Para 2.18). These objectives and targets are realistic 
and feasible. But they cannot be achieved by a linear expansion 
of the existing system and even by tinkering with it through 
minor reforms. Nothing short of.a radical change is called for; 
and for this it is necessary to develop a comprehensive national 
policy on health (Para 1.20). 


Approach 


2. If this goal is to be realised, a major programme for the 
development of health care services is necessary but not sufficient. 
Health is a function, not only of medical care, but of the overall 
integrated development of society — cultural, economic, educa- 
tional, social and political. Health also depends on . number 
of supportive services — nutrition, improvement in environment 
and health education. During the next two decades therefore 

the three programmes of (1) integrated overall developmen! te 
cluding family planning, (2) improvement in nutrition, environ- 
ment and health education, and (3) the provision of ‘adequate 
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health care services for all and especially for the poor and under- 
privileged (through the creation of an alternative model proposed 
here) will have to be pursued side by side (Para 14.04). 


integrated Development 


3, The objectives of integrated development are to eliminate 
poverty and inequality, to spread education, and to enable the 
poor and underprivileged groups to assert themselves. This will 
include the following programmes: 


(1) Rapid economic growth with the object of. doubling the 
national income per capita (at constant ptices) by 2000 a.p. 
(Para 2.14); 


(2) Full-scale employment, including a guarantee of work on 
reasonable wages to every adult who offers to work for eight 
hours a day; creation of adequate opportunities of gainful 
employment for women, with an emphasis on equity of re- 
muneration and reservations to make up for past neglect, so 
that women become ‘visible’ assets to their families (Para 


14.05); 


(3) Improvement in the status of women with a determina- 
tion to check the adverse sex-ratio and to make it rise 
substantially upwards, say to 927, the level it was in 1901 


(Para 14.05); 


(4) Adult education with emphasis on health education and 
vocational skills, the targets being to cover the entire illite- 
rate population in the age-group 15-35 by 1991 and liquida- 
tion of illiteracy by 2000 a.b. (Para 2.14); 


~ ion for all children (age- 
5) Universal elementary education | 
“ides 6-14) to be provided by 1991 (Para 2.14); 


(6) Welfare of Scheduled Castes and Scheduled Tribes (Para 


2.14); 
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; cael 
(7) Creation of 4 democratic, decentralised and participatory 


form of Government (Para 2.16); 


(8) Rural electrification (Para 2.14); 


(9) Improvement-in housing with emphasis on the a: 
of houses for the landless and slum clearance (Para 2.14), 


(10) Organising the poor and underprivileged groups (Para 
E22). 


Family Planning 


4. There should be a National Population Commission set up 
by an Act of Parliament to formulate and implement an overall 
population policy. The objective should be to reduce the net 
reproduction rate from 1.67 to 1.00 and the birth rate from 33 
to 21. This willimply effective protection of 60 per cent of eligible 
couples against 22 per cent at present. It will also imply a reduc- 
tion in the average size of the family from 4.3 to 2.3 children, and 
the eventual stabilization of the total population at about 1200 
million by 2050 a.p. The family planning programme must be 
fully rehabilitated at an early date and converted into a people’s 
movement closely linked to development. The emphasis should 
be on education and motivation, especially through interpersonal 
communication and group action. Incentives, especially those of a 
compensatory character, should be widely used. While work 
with womem will continue through MCH services, intensive 
efforts should be made to work with men also. While the health 
services have a role to play in motivation also, their main res- 
ponsibility is to supply the needed services and follow-up - care. 
The alternative model of health services has been designed to 
meet these challenges fully and squarely. 


Nutrition 
). Nutrition will have to be improved through adequate 
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production of food, reduction in post-harvest losses proper 
organisation of storage and distribution and increasing the fe 
chasing power of the poor through generation of sere ae 
and organisation of food-for-work programmes (Para 3.10). Great 
emphasis should be placed on improving the status of women 
and children (Paras 3.11—3.19) and special programmes should 
be developed for specific nutritional disorders like iron-deficiency 
anemia, or Vitamin-A and iodine deficiencies (Para 3.20). In 
addition, supplementary feeding programmes should be organi- 
sed for carefully identified target groups at risk (Para 3.21). 


Improvement of the Environment 


6. Improvement of the environment will reduce infection, make 
programmes of nutrition more effective, and help materially in 
reducing morbidity and mortality. Safe drinking water supply 
will have to be provided to all urban and rural areas (Paras 
4.02—4.04). Good sewage dispersal system should be established 
in all urban areas where simultaneously, a massive programme 
of proper collection and disposal of solid wastes and their con- 
version into compost will have to be developed (Paras 4.05—4.11). 
Similarly, an intensive programme of improving sanitation, with 
special emphasis on proper disposal of night soil, should be 
developed in rural areas (Paras 4.12—4.13). Greater attention 
will have to be paid to town and village planning (with special 
emphasis on removing the segregation of the Scheduled Castes), 
and large-scale programmes of housing for the rural poor and 
clearance of urban slums will have to be undertaken (Paras 4.14 
—4,16), Urgent steps have to be taken to prévent water and air 
pollution, to control the ill-effects of industrialisation and to 
provide better work-place environment (Paras 4.17—4.22). 


Health Education 


7. Health education should become an integral part of all gene- 
ral education and should receive adequate emphasis (Paras 5.03 
—5.09),'Health education should also be an essential component 
of all health care; and the health care services should assume 


a 


health education of the poor and 


special responsibility for the 
most (Paras 5,11-5.16). 


underprivileged groups who need it 


Alternative Model of Health Care Services 


8 Within the health sector, our most important recommenda- 
tion is that the existing exotic, top-down, clite-oricnted, urban- 
biased, centralized and bureaucratic system which over-emphasizes 
the curative aspects, large urban hospitals, doctors and drugs 
should be replaced by the alternative model of health care ser- 
vices described in detail in Chapter VII in a planned and phased 
manner by 2000 a.D. This alternative model is strongly rooted 
‘n the community, provides adequate, efficient and equitable 
referral services, integrates promotive, preventive and curative 
aspects, and combines the valuable elements in our culture and 
tradition with the best elements of the Western system. It is also 
more economic and cost-effective (Chapter 6). 


Maternal and Child Health (MCH) 


9. MCH services should be expanded and improved. There 
should be attempt to cover all women and children with basic 
services with special attention to those ‘at risk’ through an essen- 
tially domiciliary programme (Para 8.09 and 8.11). The dais 
should be trained and fully utilised (Para 8.10). The MCH staff 
at each level should be adequate, have specific responsibilities 
(with an indication of priorities) and should receive job-specific 
training (Para 8.15). Health education of the mothers should be 
an important component of MCH services (Para 8.16). 


Communicable Diseases 


bidity ead eal diseases still form the largest cause of mor- 
ued with silt fu ~ ne bent against them should be contin- 
ay hie cater vigour in the years ahead (Para 9.25), A 
efforts a € system has to be set up and better coordinated 

re needed (Para 9.26—9.27). By 2000 Ate our object 
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ysl be to eradicate or at last effectively control diarrhoeal 
— tetanus, diphtheria, hydrophobia, poliomyelitis, tuber- 
culosis, guinea-worm, malaria, filariasis and leprosy (Para 9.28). 


Training and Manpower 


11. Under the new alternative model, the organisation of the 
health services will be radically different from that in the existing 
system. A new category of personnel, the Community Health 
Volunteers will be introduced and it will be the main bridge 
between the community and the services (Para 10.06). The 
middle leve] personnel will increase very substantially (Para 
10.08). Very important decisions will have to be taken about 
nurses, paramedicals, doctors, specialists and super specialists 
and these relate to their numbers, quality and duration of train- 
ing, and value system (Para 10.08—10.14). There should be 
adequate arrangements for the continuous in-services education 
of all categories of health personnel (Para 10.15). 


The Government of India should establish, under an Act of 
Parliament, a Medical and Health Education Commission, with 
comprehensive terms of reference. A continuing study of man- 
power and training and taking effective action thereon should be 
a major responsibility of this Commission (Para 10.16). 


Drugs and Pharmaceuticals 


ed fora clear-cut drug policy and a National 
o implement it (Para 11.23). The pattern of drug 
Id be oriented to the disease pattern, with an 
production of basic and essential drugs (especial- 
the poor and underprivileged groups) which 
adequate quantities and sold at cheapest 
possible prices (Paras 11.05—11.13). The domination of the 
foreign section in drug production should be reduced further and 
price control made more effective by reducing overheads and 
packaging costs and adoption of generic names (Paras 1P.14eq 


12. There is ne 
Drug Agency t 
production shou 
emphasis on the 
ly those needed by 
should be produced in 
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strict quality control, supply of ade- 
| sector, and a move in the direction to 


he cost of drugs (Paras 11.20 —11.22). 


11.19). There should be 
quate drugs to the rura 
make the clients pay for t 


Research 


13. The priority areas obvicusly are primary health care, epi- 
demiology, communicable diseases with a special emphasis on 
diarrhoea, environmental research, and research on drugs, prob- 
lems of rural water supply and sanitation, indigenous médicine, 
health implications of industrial development, and family plan- 
ning. It is also necessary to promote research on social aspects. 
of medicine and ‘especially on economics of health, jointly under 
the ICMR and ICSSR (Para 12.09). Considerable attention has 
to be given to the development of appropriate technology (Para 
12.10). Side by side, there should be an emphasis on the 
development of. clinical and basic research, particularly in the. 
field of biology, anda determined bid to build up high-level 
indigenous research capability with a view to attaining self- 
reliance (Paras 12.11—12.12). | 


Administration 


14, It is necessary to redefine the roles of the Central and State 
Governments in view of the large powers delegated to the local 
bodies at the district level and below (Paras 13.02—13.05) 
Voluntary agencies will have to function within the overall 
policy laid down by the State. But they should receive en- 
couragement and aid, especially when fighting at the frontiers 
and doing pioneer work (Para 13.6). There will be considerabl 
tensions within the new health care services and need for : 
definition of roles and mutual adjustment. This is the r + 
bility of the administration to secure through good | ei 
and Proper training (Paras 13.07—13.08). A new 0 rele 
national information system should be created saa oe 

e 


dtrangements made for more effect rag 
(Paras 13.10—13.] 1). nme Oke ttation aig levels 
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Financial 


15. The total investment in health services should be substan- 
tially raised and health expenditure should rise by 8 to 9 per 
cent per year at constant prices amd reach about 6 per cent of 
GNP by 2000 a.p. The existing priorities should be radically 
altered and the bulk of the additional resources will have to go 
into promotive and preventive activities, in rural areas, in the 
development of supportive services like nutrition, sanitation, 
water supply and education, and for providing health care ser- 
vices to women and children and the poor and underprivileged 
groups. This will need taking of both positive and negative 
decisions. While the majority of expenditure on health in the 
proposed organisation will be the responsibility of local bodies 
who will exercise financial control, basic responsibility of finan- 
cing health will continue to rest with the Centre and States. An 
effort should also be made to tap local taxes and individual 
payments to cover drug costs (Paras 13.12—13.17). 


National Health Service 


16. The alternative model proposed here is a large step in the 
creation of a national health service, but it does not create it. 
In our opinion, the time is not ripe for the purpose and the 
issue may be examined in due course, say, ten years from now. 
There is, however, need to control private practice and it should 
not be allowed to employees in the public health care system. 


(Paras 13.18—13.19). 


Conditions Essential for Success 


17. The programme suggested here to realise the objective of 
health for all is as exciting and worthwhile as it is realistic and 
feasible (Paras 14.0]-14.03). Its success wil] depend upon out 
capacity to create a mass movement and the ranks of millions of 
caune men and women fo work for it. It will be proportional to 
the extent to which it is possible (i) to reduce poverty and 
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ad education; (ii) to organise the poor and 
hat they are able to assert themselves; 
and (iii) to move away from the counter-productive, consumerist 
Western model of health care and to replace it by the alternative 
model based in the community as is proposed in this Report 


(Para 14.22). 


inequality and to spre 
underprivileged groups sO t 


Source: ICSSR and ICMR 1981, H | 
ies ? r) ealth F ss s 
Pune, Indian Institute of Education, Pgs. wey An Alternative Strategy, 
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Statement 
on 
National Health Policy 


GOVERNMENT OF INDIA 
MINISTRY OF HEALTH & FAMILY WELFARE 
NEW DELHI 


1982 


Introductory 
order 


+ The Constitution of India envisages the establishment of a new social 

based on equality, freedom, justice and the dignity of the individual. {t aims at fie 
elimination of poverty, ignorance and ill-health and directs the State to regard the 
raising of the level of nutrition and the standard of living of its people and the 
improvement of public health as among its primary duties, securing the health ond 
strength of workers, men and women, specially ensuring that children are given 
opportunities and facilities to develop in a healthy manner. 


1.2 Since the inception of the planning process in the country, the successive Five 
Year Plans have been providing the framework within which the States may develop 
their health services infrastructure, facilities for medical education, research, etc. 
Similar guidance has sought to be provided through the discussions and conclusions 
arrived at in the Joint Conferences of the Central Councils of Health and Family 
Welfare and the National Development Council. Besides, Central legislation has been 
enccted to regulate standards of medical education, prevention of food adulteration, 
maintenance of standards in the manufacture and sale of certified drugs, etc. 


1.3 While the broad approaches contained in the successive Plan documents and 
discussions in the forums referred to in para 1.2 may have generally served the needs of 
the situation in the past, it is felt that an integrated, comprehensive approach towards 
the future development of medical education, research and health services requires to 
be established to serve the actual health needs and priorities of the country. It is in 
this context that the need has been felt to evolve a National Health Policy. 


Our heritage 


ee ide ‘" © rich, ‘centuries-old heritage of medical and health sciences. The 
ee ng of Ayurveda and the surgical skills enunciated by Charaka and Shusharuta 
Ony to our ancient tradition in the scientific health care of our people. The 
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approach of o . j 

account all cipucerae te medical systems was of a holistic nature, which took into 

intrusion of foreign inf uman health and disease. Over the centuries, with the 

eead and have ce ana mingling of cultures, various systems of medicine 

oP Bedicine Ros in Gre nued to be practised widely. However, the allopathic system 
, ina relatively short period of time, made a major impact on the 


entire approach to h 
‘ ealth car ; 
infrastructure in the country. e and pattern of development of the healh services 


Progress achieved 


a i 
 orrapeins oo sapaleadera ohaprratat gree 
Sct” Senallisnss Puesl belt alirn 3 int e promotion of the health status of our 
es see) minated; plague is no longer a problem; mortality from 
Sue ‘ Crashes has decreased and malaria brought under control to a 
cea ent. S mortality rate per thousand of population has been reduced 
“4 to 14.8 and the life expectancy at birth has increased from 32.7 to over 
on. A fairly extensive network of dispensaries, hospitals and. institutions providing 
specialised curative care has developed and a large stock of medical and health 
personnel, of various levels, has become available. Significant indigenous capacity 
has been established for the production of drugs and pharmaceuticals, vaccines, sera 
hospital equipments, etc. : 


The existing picture 


4, In spite of such impressive progress, the demographic and heolth picture of the 
country still constitutes a cause for setlous and urgent concern. The high rate of 
population growth continues to have an adverse effect on the health of our people and 
the quality of their lives. The mortality rates for women and children are still dis- 
tressingly high; almost one third of fhe total deafhs occur among children below the 
age of 5 years;. infant mortality is around 129 per thousand live births. Efforts at 
raising the nutritional levels of our people hove still to bear fruit and the extent and 
severity of malnutrition continues fo be exceptionally high. Communicable and non- 
communicable diseases have still to be brought under effective control and eradicated. 
Blindness, Leprosy and T.B. continue to have a high incidence. Only 31% of the rural 
population has access fo potable water supply and 0.5% enjoys basic sanitation. © 


4.1. High incidence of diarrhoeal diseases and other preventive and infectious 
diseases, specially amongst infonts and ‘children, lack of safe drinking water and poor 
environmental sanitation, poverty and ignorance are among the major contributory 
causes of the high incidence of disease and mortality. 
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ered by the almost wholesale 
blishment of curative 
and irrelevant to the 


largely engend 
policies and the esta 
hich are inappropriate 
mic conditions obtaining in the country. 
d approach towards the establishment of 
er crusts of society, specially those 


4.2. The existing situation has been 

adoption of health manpower development 
centres based on the Western models, w 
real needs of our people and the socio-econo 
The hospital-based disease, and cure-oriente 


medical services has provided benefits to the upp 
residing in the urbon areas. The proliferation of this approach has been af the cost 


of providing comprehensive primary health care services to the entire population, 
whether residing in the urban or the rural areas. Furthermore, the continued high 
emphasis on the curative approach hos led to the neglect of the preventive, promeae 
public health and rehabilitative aspects of health care. The existing approach, 
instead of improving awareness ond building up self-reliance, has tended to enhance 
dependency and weoken the community's capacity to cope with its problems. The 
prevailing policies in regard to the education ond training of medical and health 
personnel, at various levels, has resulted in the development of a cultutal gap between 
the people and the personnel providing care. The various health programmes have, 
by and | lorge, failed to involve individuals and families in establishing a self-reliant 
community. Also, over the years, the planning process has become largely oblivious 
of the fact that the ultimate goal of achieving a satisfactory health status for all our 
people cannot be secured without involving the community in the identification of their 
nea needs and priorities aos well as in the implementation and management of the 
arious health and related programmes. 


Need for evolving a health policy— 
the revised 20-Point Programme , 


5. ig tf 
ac. ee to attaining the goal of “Health for All by the Year 2000 A.D.” 
The attainment of this thet of comprehensive primary health care services. 
to the education and ee Sant orci SBCs 
at ihathe ; 3 nd nealth personnel and the reor isatl 
mo hose sree. frernr, conta th Trg vor 
health and hum ary to secure the complete integration of all 3 
process, wi ne Bucs national socio-economic seal 
tieals, auriculture and rate: ' ose negith related sectors, e.g. drugs and pharmaceu- 
welfare, housing, water su we ction, tural development, education and social 
ee oi SEs. bit i Sanitation, prevention of food adulteration, main- 
Pests ol the Ria 4 the manufacture and sale of drugs a ing 
have to be evolved within a full in sum, the contours of the National Health Polic 
BNE “Oniversal uy Integrated planning framework whi é 
, Comprehensive primary health care servi which seeks to 
fé services, relevant to the actual 
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ne - ate : 
hor (ee acaics cS the community at a cost which the people can afford, ensuring 
SR mt n implementation of the various health programmes is through the 
services bei ement and participation of the community, adequately utilising the 

eIng rendered by private voluntary organisations active in the Health sector. 


bation: aa a ae that the pattern of development of the health 
Programme. The said a muy fully takes into account the revised 20-Point 
family cleanin ee attributes very high priority to the promotion of 
tion d g ‘ PERSP es programme, On G voluntary basis; substantial augmenta- 

and provision of primary health care facilities cn a universal basis; control of 
Leprosy, T.B. and Blindness; acceleration of welfare programmes for women and 
children; nutrition programmes for pregnant women, nursing mothers and children, 
especially in the tribal, hill and backward areas. The Programme also places high 
emphasis on the supply of drinking water to all problem villages, improvements in the 
housing and environments of the weaker sections of society; increased production of 
essential food items; integrated rural developments; spread of universal elementary 
education; expansion of the public distribution system, etc. 


Population stabilisation 


6. Irrespective of the changes, no matter how fundamental, that may be brought 
about in the over-all approach to health care and the restructuring of the health 
services, not much headway is likely to be achieved in improving the health status of 
the people unless success is achieved in securing the small family norm; through 
voluntary efforts, and moving towards the goal of population stabilisation. In view 
of the vital importance of securing the balanced growth of the population, it is neces- 
sary to enunciate, separately, a National Population Policy. 


Medical and Health Education 


7. It is also necessary to appreciate that the effective delivery of health care 
services would depend very largely on the nature of education, training and appro- 
priate orientation towards community health of all categories of medical and health 
personnel and their capacity to function as an integrated team, each of its members 
performing given tasks within a coordinated action programme. It is, therefore, of 
crucial importance that the entire basis and approach towards medical and health 
education, at all levels, is reviewed in terms of national needs a rigrines and the 
curricular and training programmes restructured to produce per... ‘ various 
grades of skill and competence, who are professionally equipped and ; socially moti- 
vated to effectively deal with day-to-day problems, within the existing constraints. 
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a National Medical and 


) sets out the changes required to be brought about 
of medical and health personnel, at 
+ the need for establishing the 
grades; (iti) provides 
lly assessed 


Towards this end, it is necessary to formulate, separately, 


Health Education Policy which (i 
‘n the curricular contents and training programme 


various levels of functioning; (Ii) takes into accoun 
extremely essential inter-relations between functionaries of various 


guidelines for the production of health personnel on the basis of realistica 
sedge requirements; (iv) seeks to resolve the existing sharp regional tmbalances in 
eir availability; and (vw) ensures that personnel at all levels are socially motivated 


towards the rendering of community health services. 


N e 
pees for providing primary health care with special emphasis 
e preventive, promotive and rehabilitative aspects 


8. 
er iat cack constraint of resources, there is disproportionate emphasis 
Se cEialish 1/NGtr Ee curative centres—dispensaries, hospitals, institutions for 
fea "coun oo ine a arge majority of which are located in the urban areas of 
Be iGace to hae eid of those seeking medical relief have to travel long 
been tendily anon i - centre, seeking relief for ailments which could have 
established referral s ri alana. community level. Also, for want of a well 
ick ccecight ee those seeking curative care have the tendency fo visit 
ate had consaanag us further contributing to congestions, duplication of 
unsatisfactory situation, it waste of resources. To put an end to the existing all-round 
Sr following eeeacen , it is urgently necessary to restructure the health services with! 
pproach : a tuo! 


(1) To provide, within | 
network of ae time: hound ge -ogromme ‘a weil dispersed 
the extension and health : mary health cars, services, integrally linked with 
fact thot a large Sigel approach which takes into account the 
and resolved by the | : y of health functions can be effectively handled 
volunteers, istics, p ‘ themssies with the organised support of 
votes aa i para-medics and adequately trained multi-purpo 
are a large ectr es of skill and competence, of both sexes : ion 
field, all over the Donnie thee ae organisations active in the a 
utilises ae ervices Ond suppor ; 
ah and intermeshed with the se ciiicl eto: ieee 
D e 


(2) To be effecti 
an ae aes of the primary health car 

logies to Health anise transter of knowledge, simple skills 0 SPPERSEN 

their confidence. The a seleiae by the communities 2; satin 

loning of the front line workers, Bite te 

e 
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(3) 


(4) 


(5) 


communi : 

tronsfanten bi Peespavire to be related to definitive action plans for the 

ing the use of a Hes NS health knowledge into practical action, involv- 

implemented b ple and inexpensive interventions which can be readily 

The quality of eae who have undergone short periods of training. 

pees ning of these health guides/workers would be of crucial 
portance to the success of this approach. 


Th 

ciel B ae ae primary health care system would depend 

community pa He building up of individual self-reliance ond effective 

mae par icipation; on the provision of organised, back-up support 
econdary and tertiary levels of the health care services, providing 

adequate logistical and technical assistance. 


The decentralisation of services would require the establishment of a well 
pine re Dt efer ral system to provide adequate expertise at the various 
rganisational set-up nearest to the community, depending 
upon the actual needs and problems of the area, and thus ensure against 
the continuation of the existing rush towards the curative centres in the 
urban areas. The effective establishment of the referral system would also 
sant): the optimal utilisation of expertise at the higher levels of the 
heirarchical structure. This approach would not only lead to the progres- 
sive improvement of comprehensive health care services at the primary 
level but also provide for timely attention being available to those in need 
of urgent speciolist care, whether they live in the rural or the urban areas. 


To ensure that \Wé approach to health care does not merely constitute a 
collection of disparate health interventions but consists of an integrated 
package of services seeking to tackle the entire range of poor health 
conditions, on a broad front, it is necessary to establish a nation-wide 
chain of sanitary-cum-epidemiological stations. The location and func- 
tioning of these stations may be between the primary and secondary levels 
of the heirarchical structure, depending upon the local situations and other 
relevont considerations. Each such station would require to have suitably 
trained staff equipped to identify, plan and provide preventive, promotive 
and mental health care services. It would be beneficial, depending upon 
the local situations, to establish such stations at the Primary Health 
Centres. The district health organisation should have, as an integral part 
of its set-up, a well organised epidemiological unit to coordinate and 
superintend the functioning of the field stations. These stations would 
participate in the integrated action plans to eradicate and control 
diseases, besides tackling specific local environmental health problems. 
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(6) 


(7) 


(8) 


ce P ‘ities should be 
in the urban agglomerations, the municipal and local maa adequate 
equipped to perform similar tuncitons, gue Hie ldcal preventable 
resources nd expertise, to effectively dea! with : td be implemented 
public health problems. The aforesaid approach nae -antiibutions, in 
ond’ extended through community participation ane © a time-bound 
whatever form possible, to achieve meaningful results within 
programme. 


bs , apylations they 
The location of curative centres should be relcited to the populatio 


serve, keeping in view the densities of population, as 8 Oa 
transport connections. These centres should function wil tis ee He 
mended referre! system, the gamut of the gener! specialities el i a 
deal with the local disease patterns being provided as a6", to piel 
community as possible, af the secondary level of the hierarchical org 6 
sation, The concept of domicifiary care and the field-camps ai 
should be utilised to the fullest extent, to reduce the pressures on these 
centres, specially in efforts relating to the control and peomicat|on ~ ‘ 
Blindness, Tuberculosis, Leprosy, etc. To maximise the utilisction © 
avaiiable resources, new and additional curative centres should ae 
established only in exceptional cases, the basic attempt being towards Ine 
upgradation of existing facilities, at selected locations, the guiding 
principle being to provide speciclist services as near to the beneficiaries as 
may be possible, within a well-planned network. Expenditure should be 
reduced through the fullest possible use of cheap locally available building 
materials, resort to appropriate architectural designs and engineering 
concepts and by economical investment in the purchase of machineries 
and equipments, ensuring against avoidable duplication of such acquisitions. 
It is also necessary to devise effective mechanisms for the repair, main- 
tenance and proper upkeep of all bio-medical equipments to secure their. 
maximum utilisation. 


With a view to reducing governmental expenditure and fully utilising 
untapped resources, planned programmes may be devised, related to the 
local requirements and potentials, to encourage the establishment of 
practice by private medical professional, increased investment by non- 
governmental agencies in establishing curative centres and by offering 


organised logistical, financial and technical support to voluntary agencies 
active in the health field. 


While the major focus of attention 


in restructuring the existing govern- 
mental health organisations 


would rsfate to establishing comprehensive 
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primar 
a me ape public health services, within an integrated 
eth lihtchislai ie y . attention would also require to be devoted to the 
Sten ote Miro cnn unten hs 
present and future requirements of me centres, to ensure that the 
available within th q s of specialist treatment are adequately 
involved in the i Reet To reduce governmental expenditures 
ees. esta ishment of such centres, planned efforts should be 
Selle rage private investments in such fields so that the majority 
salt as within the governmental set-up, can provide adequate care 
seal iri ty those entitled to free care, the affluent sectors being 
fo ensure th ote Rogie clinics. Care would also require to be taken 
ADE. GRProRt ate dispersal of such centres, to remove the existing 
regional imbalances and to provide services within the reach of all, 
whether residing in the rural or the urban areas. 


(9) Special, well-coordinated programmes should be launched to provide 
mental health care as well as medical care and the physical and social 
rehabilitation of those who are mentally rétarded, deaf, dumb, blind, 
physically disabled, infirm and the aged. Also, suitably organised 
programmes would require to be launched to ensure against the prevention 
of various disabilities. 


(10) In the establishment of the re-organised services, the first priority should be 
accorded to provide services to those residing in the tribal, hill and back- 
ward areas as well as to endemic disease affected populations and the 


vulnerable sections of the society. 


(11) In the re-organised health services scheme, efforts should be made to 
ensure adequate mobility of personnel, at all levels of functioning. 


(72) In the various approaches, set out in (1) to (11) above, organised efforts 
would require to be made to fully utilise and assist in the enlargement of 
the services being provided by private voluntary organisations active in 
the health field. In this context, planning encouragement and support 

e afforded to fresh voluntary efforts, specially those 


would also require to b 
of the rural areas and the urban slums. 


which seek to serve the needs 


Re-orientation of the existing health personnel 


novation is required to be brought about 
r development, ensuring the emergence of 
within the “Health Team™ approach. 


7 A dynamic process of change and in 
‘a the entire approach to health manpowe 
fully integrated bands of workers functioning 
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Private practice by governmental functionaries 


to take steps to phase out the system of private 
government service, providing at the same time se 
isi tates wou 
-practising allowance. The $ 
t of appropriate compensatory non-prach’ | 
ial to akily review the existing situation, with special reference to ie 
availability and dispersal of private practitioners, and take timely decisions in rega 


io this vital issue. 


10. It is desirable for the States 
practice by medical personnel in 


Practitioners of indigenous and other systems of 
medicine and thelr role in health care 


e e © t 
11. The country has a large stock of health manpower comprising of private 


practitioners in various systems, for example, Ayurveda, Unani, Sidha, ages 
Yoga, Naturopathy, etc. This resource has not so for been adequately utilised. The 
practitioners of these various systems enjoy high local acceptance and respec! and 
consequently exert considerable influence on health beliefs and practices. . It = 
therefore, necessary to initiate organised measures to enable each of these various 
systems of medicine ond health core to develop in accordance with its gentus. 
Simultaneously, planned efforts should be made to dovetail the functioning of the 
practitioners of these various systems and integrate their services, at the appropriate 
levels, within specified areas of responsibility and functioning, in the over-all health 
care delivery system, specially in regard to the preventive, promotive and public health 
objectives. Well considered steps would also require to be launched to move towards 
a meaningful phased integration of the indigenous and the modern systems. 


Problems requiring urgent attention 


12. Besides the recommended restructuring of the health services infrastructure, 
reorientation of the medical and health manpower, community involvement ond exploi- 
tation of the services of private medical practitioners, specially those of the traditional 
ond other systems, involvement and utilisation of the services of the voluntary agencies 
active in the health field, etc., it would be necessary to devote planned, time-bound 
attention to some of the more important inputs required for improved health care. 
Of these, priority attention would require to be devoted to : 


(1) Nutrition ; National and regional strategies should be evolved ond imple- 
mented, ona time-bound basis, to ensure adequate nutrition for all 
segments of the population through a well developed distribution system 
specially in the rural areas and urban slums. Food of acceptable quolity 
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(1i) 


(1i) 


(iit) 


(iit) 


must be available ¢ 
© ever in acs dale é 
Low cost, processed and br ae : ‘ ' secerdonde eae mere need. 
readily ovdtlidbide fChevaryepart eat foods should be produced and made 
ndsec ceffartecedscitn ostiiategy osdoutch nate idl ipl iyAI EN cere &- 
Ek ses etinondviegd tHe-qairthosingh patter 
ditysagietyab! Schethes tikeremipkd ghpodddrcofithdypodren sections 
GRYErNatiMt s isn! committed aah din a ee ess, 
Hinxed tectbeyobisctivecstliine idi nest inaenttine ees at 
Hepeddenth on biateigeated amufaborel die! achlewenitnt foi sis objective hs 
ieee , ’ psocidires anbmic! develdpimentidadiny! 'tocorke 
onobofaptoductivebem { ¥ ‘f A : 
GeecesdeBm pees ployarent foe allttlsosencohstit Utingothetabour 
ployment guiarinteeischeme@ and similar Wot | 
benspetialy enforced) to =o similar efforts would sequire' to 
peeabo: Beblthe ach pe a fsecotitypoter cident feds Vutngrabte 
inculsatian scahnbe telysanMeasohesnaimedsiati|dmpioviny: eating hibit 
culsatiany of {desirablep mutritional icaty itnprodedti , 
ytlisehiono fofhavailable,. f “ienineal pistes — 
Pee aia cottia és aa odt matericlsiand the dffqutivengo pultirigation! of 
Ueilabwideoe rae icestwiiulcbrequird ite spe iinpplentent adhd Besidati'6 
88 asic ages ine teopebmatertsizash detiding/oftinéants end setectico" 
fret Maries secigtdabees detelmentalite ithe prombtiom ofchedbtts wesld 
RECH nto, be pinitiatedse Simultancous! ; + 
afflicted by ichronic invtriti moltancouslypsthiecdirabldmeloot communities 
y ich nic inutritionakidisordersishould irs tocktedh tHroegh hspaevet 
scheines ineluding@ithe ofganisationdl supplensestoryte dih m 
FRR aO Eo tid endo evolslt-sadlic j edihg praegraminés 
ofhsuch progrtinunds ean 2 peo 
setting: of fully robbpratth bs i b ; cas up a tee nid “i 
eattbraa tivities|atoonensdtee theceineulcatien 
of thecedysationalrespechs tin le: oversatl<ttiafegyeliverin’ them within the 
His a hig to health care activities, to ensure the inculcation 
— L6t'8A adulteration aad maiatencnse oot the quality of drugs: 
ea sccies es tr be taken ? check and prevent the 
weer reindtoancoll fmadsteatinte © dtiouguetigeso fof? Heir 
ccs storage transporticidistrleutor; ered PTO eristhe 
he Sakasi: pe lea ld a ae 
: islation e > siGenitrass!Siavlartly, He most éigenF 
medsutes! yeqdire dorbedakemto esrisbregogairistthe! ranatact ure aadesdev6 F 
sputiedis anh subristaniderddraigs: by the Centre. Similarly, the most urgent 
measures require fo be taken to ensure against the manufacture and sale of 
Wates supply and. sanitatiandrugthe provision of safe drinking water and 
oo ail sinter of waste eal ee eee both in 
r@ndplrural’ enedisylionust ¢ astitutés iam ofirtagrated * packager’ The 
ee nouibarkldigoin the roviston-ofatiedeveerei cevteriecturet x6 pUlotiott 
andantn othe rsdn cagglomerdtionssinutt ben madeaspton theqhedeurgehf 
hosismoThe provision tke water seppty Une besieiganitatlon FUaIitREPWOURT' 
end in the urban agglomerations must be made up on the most urgent 


bosis. The provision of water supply ond basic sanitation facilities would 
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The availability of such .. 
Ith education campaigns for the 
use of water and the 
e individual and 


not autamatically improve health. 
should be accompanied by intensive health | 
improvement of personal hygiene, the economical 


sanitary disposal of waste in a manner that will improv 


efforts at proper water management, including ! . ick 

: a quic 
of waste waters. To reduce expenditures and for cc a " — 
headway it would be necessary to devise appropriate insist involve- 
planning and management of the delivery systems. Besides, the eis 


te ° ta % to 
ment of the community in the implementation and managemen 2 
both for reducing costs as WE 


systems would be of crucial importance, ae 
to see that the beneficiaries value and protect the services prov 
them. 

public health 


(iv) Environmental protection: While preventive, promotive, 

services are established and the curative services re-organised fo prevent, 
control and treat diseases, it would be equally necessary to ensure cares 
the haphazard exploitation of resources which cause ecological 
disturbances leading to fresh health hazards. It is, therefore, necessory 
that economic development plans, in the various sectors, are devised in 
adequate consultation with the Central and the State Health authorities. It 
is also vitally essential to ensure that the present and future industrial and 
urban development plans are centrally reviewed ta ensure against 
congestions, the unchecked release of noxious emissions and the pollution 
of air and water. In this context, it is vital to ensure that the siting and 
location of all manufacturing units is strictly regulated, through legal 
measures, if necessary. Central and State Health authorities must 
necessarily be consulted in establishing locational policies for industriol 
development and urbanisotion programmes. Environmental appraisal 
procedures must be developed and strictly applied in according clearance 
to the various developmental projects. 


(v) homens programme : It is necessary to launch an organised, nation- 
= oe programme, dimed at cent percent coverage of 
see digi groups with vaccines against preventable and 
vedkuel ae aa ae an approach would not only prevent and 

: sé And disability but also bring down the existi igh i 
arid child mortality rate. g e existing high infant 


vi ; aon 
vi) Wipes Child Health Services : A vicious relationship exists between 
rates and high infant mortality, contributing to the desire for 
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more chi P Te 
ee te Wai Priority would, therefore, require to be 
of maternal and ek aunching special programmes for the improvement 
oe: cr apy with a special focus on the less privileged 
to the maximum ossibl ue programmes would require to be decentralised 
oo ese iis ' e extent, their delivery being at the primary level, 
Emaasidin cee of the beneficiaries. While efforts should continue 
Dhani: aaa ats training and orientation to the traditional birth 
Sreeeitivrel all fie akc Sachi tlt snould be launched to ensure that 
so that a . Shea i conducted by competently trained persons 

at complicated cases receive timely and expert attention, wanin oc 


com iste 
prehensive programme providing ante-natal, intra-natal and post- 
natal care. 


(vil) et health programme: Organised school health services, integrally 
: e with the general, preventive and curative services, would require to 
e established within a time-limited programmes. 


(vill) Occupational health services. There is urgent need for launching well- 
considered schemes to prevent and treat diseases and injuries arising from 
occupational hazards, not only in the various industries but also in the 
comparatively un-organised sectors like agriculture. For this purpose, the 
coverage of the Employees State (nsurance Act, 1748, may be suitably 
extended ensuring adequote coordination of efforts with the general health 
services. In their respective spheres of responsibility, the Centre and the 
States must introduce organised occupational health services to reduce 
morbidity, disabilities and mortality and thus promote better health and 
‘acreased welfare and productivity on all fronts. 


Health education 


13. The recommended efforts, on various fronts, would bear only marginal results 
-wide health education programmes, backed by appropriate communica- 
tion strategies are launched to provide health information in easily understandable 
form, to motivate the development of an attitude for healthy living. The public health 
education programmes should be supplemented by health, nutrition and population 
education programmes in all educational institutions, at various levels. Simultaneously, 
efforts would require to be made to promote universal education, specially adult and 
family education, without which the various efforts to organise preventive and promo- 
tive health activities, family planning and improved maternal and child health cannot 


bear fruit. 


unless nation 
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Management information system es 

es nd relate 
14. Appropriate decision making and programme a ie ei yal i 
fields is not possible without establishing an effective health into Peesial heolth 
nation-wide organisational set-up should be established to procure € ee. tad 
information. Such information is required not only for padi Hs cs 
decision making but to also provide timely warnings about emerging be : eo. 
and for reviewing, monitoring and evaluating the various on-going health prog ve ia 
The building up of a well conceived health information system ls also ‘gga ci i 
assessing medical and health manpower requirements and taking timely decisions, 


a continuing basis, regarding the manpower requirements In the future. 


Medical industry 


15. The country has built up sound technological and manufacturing capability in 
the field of drugs, vaccines, bio-medical equipments, etc. The available know-how 
requires to be adequately exploited to increase the production of essential and life 
saving drugs and vaccines of proven quality to fully meet the national requirements, 
specially in regard to the national programmes to combat Malaria, TB, Leprosy, 
Blindness, Diarrhoeal diseases, etc. The production of the essential, life saving drugs 
under their generic names and the adoption of economical packaging practices would 
considerably reduce the unit cost of medicines bringing them within the reach of the 
poorer sections of society, besides significantly reducing the expenditures being 
incurred by the governmental organisation on the purchase of drugs. In view of the 
low cost of indigenous and herbal medicines, organised efforts may be launched to 
establish herbal gardens, producing drugs of certified quality and making them easily 
available. 


15.1 The practitioners of the modern medical system rely heavily on diagnostic aids 
involving extensive use of costly, sophisticated bio-medical equipment. Effective 
mechanisms should be established to identify essential equipments required for 
extensive use and to promote and enlarge their indigencus manufacture, for such devices 
being readily available, at reasonable prices, for use at the health care centres. 


Health insurance 


16. | Besides mobilising the community resources, through its active participation in 
the implementation and management of national health and related programmes, it 
would be necessary to device well considered health insurance schemes, on a re 
wise basis, for mobilising additional resources for health promotion and ensuring that 
the community shares the cost of the services, in keeping with its paying capacity. 
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Health legislation 


17. aS 
ow It is i srianeal dil urgenfly review all existing legislation and work towards a 
. comprehensive legislation in the health field, enforceable all over the country. 


Medical research 


ls Ue Bena of the medical sciences are expanding at a phenomenal pace. 

enn ee. country’s lead in this field-as well as to ensure self-sufficiency and 
: Ralbed as of the requisite competence in the future, it is necessary to have an 
si is: programme for the building up and extension of fundamental and basic 
research in the field of bio-medical and allied sciences. Priority attention would 
require to be devoted to the resolution of problems relating to the containment and 
eradication of the existing, widely prevalent diseases as well as to deal with emerging 
health problems. The basic objective of medical research and the ultimate test of its 
utility would involve the translation of available know-how into simple, low-cost, 
easily applicable appropriate technologies, devices and interventions suiting local 
conditions, thus placing the latest technological achievements, within the reach of 
health personnel, and to the front line health workers, in the remotest corners of the 
country. Therefore, besides devotion to basic, fundamental research, high priority 
should be accorded to applied, operational research including action research for 
continuously improving the cost effective delivery of health services. Priorities \vould 
require to be identified and laid down in collaboration with social scientists, planners 
and decision makers and the public. Basic research efforts should devote high 
priority to the discovery and development of more effective treatment and preventive 
procedures in regard to communicable and tropical diseases—Blindness, Leprosy, 1 B., 
etc. Very high priority would also have to be devoted to contraception research, to 
urgently improve the effectiveness and acceptability of existing methods as well as 
to discover more effective and acceptable devices. Equally high attention would 
require to be devoted to nutrition research, to improve the health status of the 
community. The overall effort should aim at the balanced development of basic, 


clinical and problem-oriented operational research. 


Inter-sectoral cooperation 


ltimately constitute an integral com- 


ty. All health and human development must v 
It is thus 


ponent of the overall socio-economic developmental process in the country. 
of vital importance fo ensure effective coordination between the health and its more 


intimately related sectors. It is, therefore, necessary to set up standing mechanisms, 
at the Centre and in the States, for securing inter-sectoral coordination of the various 
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efforts in the fields of health and family planning, medical education and research, 
nd pharmaceuticals, agriculture and food, water supply and drainage, housing, 
education and social welfare and rural development. The coordination and review 
committees, to be set Up, should review progress, resolve bottlenecks and bring about 
such shifts in the contents and priorities of programmes as may appear necessary, to 
achieve the overall objectives. At the community level, it would be desirable to devise 
h and all other developmental activities being coordinated under 


me of rural development. 


drugs a 


arrangements for healt 
an integrated program 


Monitoring and review of progress 


20. It would be of crucial importance fo monitor and periodically review, the 
success of the efforts made and the results achieved. For this purpose, it is necessary 
to urgently identify the base line situation ond to evolve a phased programme for the 
achievement of short and long term objectives in the various sectors of activity. 
Towards this end, the current level of achievement as well as the broad indicators for 
the achievement of certain basic health and family welfare goals are set out in the 
onnexed tabular statement. These goals, as well as other allied objectives, would 
require to be further worked upon and specific targets for achievement established by 
the Central and the State governments in regard to the various areas of functioning. 


98 


Goals for Health and Family Welfare Programmes 


leew ey 


si. 
N Goals 
a Current level 1985 1990 2000 
< 3 4 5 6 
Sas ee: oe 
1. Infant mortality rate Rural 136 (1978) 122 
Urban 70 (1978) 60 
Total'125 (1978) 106 87 below 60 
Perinatal mortality 67 (1976) 30-35 
2. Crude death rate Around 14 pe 10.4 9.0 
3. Pre-school child 3 | 
(T-5 yrs.) mortality 24 (1976-77) 20-24 15-20 10 
4. Maternal mortality rate 4-5 (1976) 3-4 2-3 below 2 
5. Life expectancy : 
at birth (yrs.) Male 52.6 (1976-81) §5,1 57.6 64 
Female 51.6 (1976-81) 54:3, signage 64 
6. Babies with birth weight 
below 2500 gms. (percentage) 30 25 18 10 
7. Crude birth rate Around 35 31 Dou 21.0 
8. Effective couple protection 
(percentage) 23.6 (March, 82) 37.0 42.0 60.0 
9, Net Reproduction Rate (NRR) 1.48 (1981) R34 La 1.00 
10. Growth rate (annual) 2.24 (1971-81) 1.90 1.66 1.20 
11. Family size 4.4 (1975) Say : ae 
12. Pregnant mothers receiving 
ante-natal care (%) 40-50 50-60 60-75 100 
_ Deliveries by trained birth 
gene: 50 80 100 


attendants (%) 30-35 
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14. Immunisations status (% coverage) 
TT (for pregnant women) 
TT (for school children) 
10 years 
16 years 
DPT (children below 3 years) 
Polio (infants) 
BCG (infants) 
DT (new school entrants 5-6 years) 
Typhoid (new school entrants 


5-6 years) 


15. Leprosy —percentage of disease 
arrested cases out of those 
detected 


16. TB—percentage of disease 
arrested cases out of those 
detected 


17, Blindness—Incidence of (%) 


20 


20 


1.4 


100 


70 


40 


60 


85 


60 


85 


80 


A A Critical Review of Health Policy Issues 


This i: 

ee Lt en brief critique (authors own opinion) of the 

Betieed in me a raises issues which need to be dis- 
: ; a unlversal j 

promised by the National Health Policy =~ eytespiad care system as 


Introduction 


a. = Bhore Committee made radical recommendations for a 
_ — a comprehensive health care system for the nation. 
- 2: of the health care delivery system in India 
4 gp eo ent of what was suggested by Bhore. Infact the pat- 
eg fo) evelopment has been a continuum from the colonial peri- 
a)Public health services have grow t , i 
caine g nat best at a sluggish 
b)Urban areas continue to appropriate a disproportionately 
large share of the allocated public health resources 
c)The private health sector has grown uncontrolled and 
unregulated 
d) The dichotomy of rural/public health and urban/medical 
still contenves : 


-Tn all these years after political inderendence the health 
sector is still unable to meet the basic wonimum health care 
needs of the vast majority, especially those ‘in the countryside. 
At best public health care in the rural areas has been some sort 
of political largese to show that the State cares, and private 
health services which have expanded at a rapid pace in the last 
two decades exploit the vulnerability of the sick, especially the 


poor. 


MvGtealth Policy ‘forg35-years was part of the Five Year Plan 
(FYP) framework and was often supplemented and supported by 
various health sector committee recommendations. In 1982-83 the 
government decided to spell out a formal Health Policy. Though a 
bold step forward this policy did not reflect the ground reality. 


4. The policy paid undue emphasis on '@decentralisation' and 
‘community participation' concluding that ‘a large majority of 
health functions can be effectively handled and resolved by the 
people themselves! (NHP-'83, p.5). Given tre general conditions 
of poverty of four-fifths of the Indian population this was too 
much of an expectation from them. For those whose livelihood is a 
daily struggle asking them to manage their basic health care 
needs amounts to victimisation. The States' inability to provide 
a basic decent standard of medical) and health. icare has not been 
addressed to in the policy, though the policy did state that, .1.t 
Would strive 'to provide, universal, comprehensive primary health 


care services! (NHP-'83, pe 3) 
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HP -1983 : A Critique 


———— 


s felt to spell out a 

. Why a need in 1983 and not earlier, wa 

aeseuaa Health Policy (NHP) is a difficult seers) ia 

What probably made it imperative at that point of <a & al 
a)the need for a bold political statement on ea n 


health care ce of both the committment to 


b)the pressure as a consequen | 
pee Alma Ata Declaration as well as the recommendations of 
the ICMR ICSSR Joint Panel (Health For bli: Arm Alterna 


tive Strategy) - 


6. The policy statement clearly reflects the influence of the 
Alma Ata Declaration and the ICMR _ ICSSR Panel. It 1S evident 
that the core idea of decentralisation and deprofessionalisation 
in the policy emanated from these two documents. However, it was 
in no way a bold statement. One decade post-‘. licy shows that no 
significant change has taken place in health care delivery. The 
poor and’ the ‘rural areas still don't have access to a minimum 
decent standard of health care. 


7. The first failure of the policy was its inability to define 
the character of the health sector in,India..It faisely acuses 
the health sector to be based on a western model; its conception 
of the latter being hospital- based and cure-oriented (NHP- 
'83,p.3) tte is a false notionsfor-varlous reasonea: 
a)There is no such thing as a western model. Hospital based 
care’ and the ‘curative approach is the» iconsequence,., of 
commodification of the health sector. This may have origi- 
nated in the west first; that does not make it western. It 
wee he appropriate to characterise it as a capitalist 
model. 
b)All western countries, with the exception of the USA, have 
achelved a near universal health care system. This is 
because, being advanced capitalist countries they have to 
contend with more sharper contradictions of capitalism. To 
overcome the latter social sectors, like health, education 
eR dalehante he become important means to blunt these 
ons. Henc 
otrBalee he Airicne health care becomes a right, inspite 
ere advancements, again largely emerging from 
ae , and not the fact of being western dictates the 
velopment of health care services. The tendency to 


characterise m 
efane odern technology as "western" gets us into a 


8. The 

been cbt eee of the: NHP, ia corollary: of) the, first.,..has 

generally eee “western model" in favour of what is 

"83,—p.3, 5-0) ee cae a low cost community based model (NHP- 

to consumerism in ‘ae aii generally emerged as a reaction 

Carlson and Fuch e advanced Capitalist countries CPilich 
S) are being pushed in the third world countries 
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> 


ec 
et, yor seapesedty have paucity of resources. Infact 
self-reliance and Justified on the ground that it will lead to 
eel a aaa eM aenamnnage self-care..-This,,is the ideology 
liege eats AES aid agencies bring to us alongwith their 
iia, wcgaod ead ps pth Fags eyeh 2, medea is not to provide people 
: aia ea care b j 
and invisible structure of "concession" ene ae 
also demonstrates the humanitarian concerns of the State. 


9. The third shortcoming of the 1983 NHP has been the failure to 
comment on the large private health sector. The only statement on 
the private health sector is the comment that private medical 
practice must be encouraged, this too clearly in the context of a 
penuced government involvement in providing curative care (NHP- 

83,p-7-8). This neglect of what the private health sector is 
doing is gross because the private health sector is meeting over 
70% of the demand for curative care in both rural and urban 
areas. 


10. Though the policy talks of evolving an integrated referral 
system (p.7) this has not happened as yet. This is largely due to 


'the failure to establish a network providing first level or 


primary care. Primary Health Centres, despite their prolifera- 
tion, have been unable to provide the care demanded by people. 
The PHC is run on a program based approach. It has to handle a 
large number of health programs (thanks tolover 40 yearseeet 
planning) administered by various program officers in an ,-bmtes 
grated manner. There are priority targets to be met (FP, UIP) and 
supplies (medicine and fuel) are a major problem. In urban areas 
dispensaries face a similar problem of inadequate drug supplies 
and hence overcrowding takes place in hospitals which have rela- 


tively better supplies. 


11. With regard to non-allopathic systems the NHP talks of: inte- 
grating it with modern medicine (p.9) but no effort has been 
forthcoming in this direction. Infact each non-allopathic system 
is striving to maintain its distinct identity. The NHP comments 
that these systems enjoy high local acceptance and respect and 
consequently exert considerable influence on health beliefs and 
practices. It also says that indigenous and herbal medicines are 
low cost (p-.13). There are innumerable studies to show that this 
is not true. Even the NSS 42nd Round on morbidity and health, care 
utilisation found that non-allopathic systems account for less 
than 3% of medical care. Infact studies also show that 90% of the 


non-allopathic practitioners practice allopathy! 


ied eight problem areas that needed to 
t basis (p.9-12). All these areas 


relate to preventive and promotive aspects of health care. While 
all the issues are extremely important many lie outside the 
try of Health. Nutrition, water supply and 


urview of the Minis ; 
Seetaagion and environmental protection are outside the 


12. The NHP of 1983 identif 
be addressed to on an urgen 
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cies in which the 


eed independent poli 
Though prevention 


ini 's control. They n ! 
ministry useful contribution. 


health ministry can make a : 
of food adulteration and maintenance of quality of drugs 1s 


assigned to the ministry of health there is very little it a do 
presently. Food quality is an important issue and thus needs an 
independent authority; whether 1t should be under the MOHFW or 
some other ministry is a debatable issue. Controlling drug 
quality without having control over its production 1S a difficult 
task. To make it feasible it is important that drug production 
becomes the responsibility of the MOHFW rather than that of 


chemicals and fertilizers. 


13. Immunisation and MCH are perhaps the most important preven- 
tive and promotive health programs and as rightly pointed out in 
the policy need all the effort that can be committed. Thats the 
only way of tackling the still high IMR and MMR. Assuring univer- 
sal immunisation, safe delivery and .ANC/PNC is very crucial for 
the public health sector - the private sector has miserably 
failed to provide these services. In the last one decade a fair 
amount of effort has gone into strengthening these programs and 
some impact is visible. However, the program approach cannot last 
long. To sustain this momentum more definite efforts need to be 
made by strengthening the delivery mechanism and support system. 
To strengthen these programs they must be delinked from family 
planning and integrated with general health care. This will 
drastically improve the image and acceptability of the programs. 


14. School health and occupational health services are important 
issues but they should not be compartmentalised and separated 
from general health services (ESIS is a classic example of what 
should not have been done). Both these facets of health care are 
grossly neglected and hence need sustained efforts and resources. 


ee Other issues discussed in the policy are medical and health 
education, MIS, drug industry, health insurance and medical 
research. The statements are of a routine nature. Further com- 
ments on these issues would be made ina subsequent section. 


manele i the indicators to be monitored annexed to the 
vile ea Fi. hers indicators are demographic indices. There is 
care services 5 eS piles evaluate the delivery of health 
mec cis s°rightly mentioned in the policy epidemiological 
basis (6-934 aera eeeene aie information system on a nationwide 
HOMERS che ‘Indidwgegein!: | emma 


Lis ars . ; 
inability to provide Toe a ctiereye! The, 1983 NHP has been its 
; a structure of basi 
services asic/ br 
es. AS mentioned earlier the ae eee 


framework f idi : 
Or providing universal primary care. This is the basic 


demand of peopl 
basin people and this is where the health policy should 


104 


issues For a New Health Policy 


Secu aera nd. universal coverage in provision of primary care 
Billed 4 foes by then, under capitalism, only a system which 
gees ye direct payment at the point of availing care 

ork. The implication of this is that the State will have to 
play an overriding role in assuring that the system works. The 
new health policy (newHP) will have to address this issue at the 
very outset. This issue is not new. The Bhore Committee Report 
had addressed to this way back in 1946. Ofcourse, the Bhore 
Committee cannot be entirely relevant today because the health 
care scenario 1s very different from what prevailed in the 
forties. But the basic idea and structure for a universal system 
is there and thats the moot point. How the delivery system is 
organised and financed is a different matter and there are var- 
ious alternatives. We will come to it later. 


19. After recognising the issue of the absolute necessity of a 
universal system the newHP should next define its sphere of 
influence. To some extent the Bhore Committee is again relevant 
here. It had evolved a comprehensive health care delivery system 
with rural and urban areas having the same structure of primary 
care. There were no compartments or separate programs. Our health 
services on the contrary have developed on a program based model. 
Major diseases or health care interventions have been identified 
and a program evolved. Each such entity functions more or less 
independent of the others. Instead of developing the structure 
first and then fitting goals within its framework, the various 
programs have been evolved independently. (The evolution of each 
program has its own interesting history but thats another story!) 


20. This approach has not led to the desired goal of equity and 
universality. There is no doubt that a gradual improvement in the 
overall health scenario has occured but this too is largely due 


to the improved health status of a small section of the popula- 


tion - the upper and middle classes of both rural and urban 
areas. This may be small proportionately, but the absolute number 
is as large as 150 million and this can skew any statistic. In 
order that the health status of the remaining 700 million 1m- 
proves, definite structural changes in the health care delivery 
system have to be worked out. These would involve fiscal, organli- 
sational, managerial, distributional and legal changes. 


This is evident from variou 
penses to be of the magnitud 
substantially larger chun ' 
Presently eta. source of funds for the public health sector 
are tax revenues. The qua 
hanced. Besides other sou 


extra resources. The key issue |! ; 
required at the point of receiving care or service. 


e of 4 to 6 percent of GNP. Hence a 
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es can be made to pay a health 


nised sector employe 
Saar pa premium which will guarantee health care for then 


: loyer should pay 4 similar or higher 
and thely Bega dean aikion pape? 2 the employee pays. This. would 
contr ee widen and hence its facilities could be merged with 
eee 1 health services in the context of the above compulso- 
the Sela mie eate of contribution should be progressive so that 
ry bee with higher incomes contribute a higher a ee AE ri 
should also be made to register as much of the so called informal 


sector as possible to be included to contribute to such : ia 
with the proviso that those getting wages below a ort sae 
minimum should have the contribution paid by the employer alone. 
This should cover between 150 to 200 million population. 


Wo do not get covered under the above would fall 
a a : the 30 to 40 million population ‘oe 


broadly under two categories, : 
businessmen, rich peasants and traders, and professionals; and 
the remaining 600 million poor and the underpriviledged. The 


first group can be made to contribute to a health benefit fund 
and avail of the statutory benefits or they may stay out.and make 
their own arrangements. About 75% of the, poor and underprivi- 
ledged group are in the rural areas. Those:’owning land could pay 
a small contribution and the landless, artisans, petty traders 
would be registered 'free', their contribution being the liabili- 
ty of the State; the richer peasants employing wage labour can be 
made to contribute for their employees. There are other alterna- 
tive mechanisms of collecting contributions. For example local] 
authorities can charge a health cess while collecting the house 
tax like many municipal bodies are already doing for provision of 
education and health services that they administer. 


24. Another fiscal measure that would be necessitated in the 
context of equity would be to distribute the allocations’ on ar 
equitable basis across the entire population. Thus if the medical] 
care kitty works out to Rs.100 percapita then the distribution of 
allocation should-be-on that ‘basis “1 e: , if @* hewn eentre a 
catering to a 10,000 poulation then it should get Rs.1,000,000. 
This principle has to be assured if equity has to be acheived. 


25. If a universal and equitable health care system has é 
established then wide-ranging changes in the iéalee cate aerial 
eles have to be executed. Firstly it has to be recognised that 
eke PRR eS has to be the main foundation on which this healt! 
RamahE ol ae System will be constructed. The present PHC syste! 
agi itat cae. Omer e dispensaries in urban areas do not meet the 
to rdei stare ets of general practitioners who will cate: 
must become cH ais needs to be developed. Family practic 
an employee nits asis for primary care. The GP may opt to become 
capitation Peas *ndependent and receive a retainership o! 
arises here is alg ae NHS in Britain). The’ question tha 
the” rural © perennial one of whether doctors would go ti 

and backward areas? For this legal changes “Tl bi 
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meters phyee es eeeken of licensing will be required to assure 
es eh eee er: nfact the pressure of a near-monopoly system 
xtent help redistribution because of assured cli- 


-entiele that the system will create. In addition the various 


Bip 3% OF eee ermers | Liange ty non-allopathic) existing today in 
be most willing to join this system. The 

BOP 38 9 ae the requisite training (esp. modern pit tacéiosy) ed 
a Ae oY on relative par with the trained modern practitioners 
pa:cs ek? gray care. This sugggestion is only an interim 
+36 Vege eeteay  Sascias og Tb cadre of practitioners (prefer- 
ue shou e the goal 

Br oh raw taco anded. g so that the rural/urban 


26. The GP should be supported by paramedic staff who would be 
responsible for preventive and promotive services. This would 
largely coincide with their present work but with a more reasona- 
ble distribution of tasks. The average population to be served by 
such a unit may be about 2000 persons, that is 400 families; 
ofcourse this would vary with population density which may neces— 
sitate such a unit for less than 100 families in desert and hill 
areas on one extreme and a group practice of 3 to 4 GP's amongst 
highly dense populations, like a compact large village or cPrey 


ward of 15,000 to 30,000 population. The present PHC's could be 


converted into epidemiological stations (as envisaged in NHP 
1983) whose task would be to supervise field units and provide 
first level backup support. The additional investment required 
would be a network of hospitals for rural areas in order to 
establish relative parity with what exists in urban areas. The 
latter is an absolute necessity if easy access for secondary 
level care has to be made available and if urban hospitals have 


to be decongested. 


27. Once the first level care is established and all families 
registered then a strict referral system for specialist and 
hospital care can be put into place and hospital functioning will 
get streamlined. Today hospitals get overcrowded because they 
function like large dispensaries handling unmanageable numbers of 
OPD patients. Primary care patients come to hospital. OPDs because 
primary care facilities (PHCS, dispensaries) are both inadequate 
in numbers and poorly staffed, equipped and supplied. Further, 
hospital speciality resources get wasted in handling routine care 
which GPs should be looking after. The only way of arresting 
these wastages is to decentralise OPDSs by proliferating GP care 
either by increasing well supplied dispensaries or contracting 
independent practitioners as discussed above. 

health care system management 
das the cause for programs not 


to the extent that 'manage- 
he organisational structure. 


j i the cause of faili- 
Acusing symptoms rather than the disease as % 
ure of eae aiten js the easiest way of washing one's hands off 


the problem, and we have become ma 


28. With regard to the present 
failure is now quite commonly cite 
acheiving their goals. This is true 
ment' is confined to t 
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a social or community 


solution to this problem is 
290 Sn jndeed asking for the moon under the present 
audit. ing a livelihood is a struggle. 


-o-economic setting where securi : 
spelt at each level a health committee will be a must to 
be both the conscience-keeper of the citizens as well as the 
watchdog of what happens in the delivery system. To begin with 
st be able to perform social audit fuctions 
but with a benefit system in place for which a fair percent of 
the population (the vocal sections) have prepaid (apart from 
taxes) pressures are bound to be exerted on the system to be 

too to perform its 


adequately functional and on the committee 
role; the former may not assure equity but with pressure on the 
ity is bound to result. The fact of being a 


latter relative equl 
near-monopoly system will itself be a pressure to perform and 


deliver the goods. 


structure is in place all the current programs 
national programs will be an integral 
part of this system and will not be separate programs. Thus 
malaria or tuberculosis prevention, detection and cure will all 
be handled at the primary care level as will be MCH, immunisa- 
tion and contraception. The idea is that health care must become 
a comprehensive package and not a dissipated program based deliv- 


ery system. 


30. Once such a 
can be streamlined. All the 
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Appendix 


SUGGESTED CHAPTERISATION FOR A THE NEW HEALTH POLICY 


Part I 


1.Preamble: Making a oliti 
health care system BR Secaiey ait Rea tes Ok epepaneres) 


2.The politica eR 
Re ndct ica 1 economy of health care in India - A historical 


3.The present health care System - a critique. 


4.A health services data compendiun. 


wert if 
5.Framework for a universal health care systen. 
6.Reorganising the health care services. 
7.Financing the new health systen. 


8.Management, audit and accountability. 


mart IIt 


9.Appendices : Sectoral papers highlighting issues relevant to 
the new policy. 
a)Primary care (including curative care, MCH, immunisation, 
public health measures, contraception etc..) 
b)Hospitals and referral system 


c)Medical education 
ad) Pharmaceutical production and distribution 


e) Integrating various systems 
f)Communicable diseases 
g)Health information system 


10.Background Papers : 
a)Health care delivery systems 


b)Health financing mechanisms 
c)Audit systems for the health sector. 


Source: Ravi Duggal, 1993, Health Policy and Financing, Paper Prepared as 
Vational Consultant on World Health Organisation, New Delhi, Ministry of 


dealth. 
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WOMEN’ :. BLIND SPOT IN HEALTH POLICY? 


by 


Padma Prakash 


It is a curious fact that almost every national 
ment all but ignores nearly half the 
ntry. The ideology, perspective and. 
lth documents are such that women 

as mothers and potential 


health policy docu 
population: in the cou 
the programmes in heal’ 
cease to exist, except thet wen 
mothers. 

This paper attempts to make the following 
points for discussion: ; 

1. The Alma Ata Declaration fails to reflect any 
new understanding or awareness of women's health. The 
Declaration came only three years after the Women's 
Conference of the International Women's Year and in the ~- 
Women's Decade and evolved in the atmosphere of the new 
awareness among developing countries which gave rise to 
the New International Economic Order. That it does not 
show any new. perspective on women's health, is a serious 


lapse. 


2. The neglect of women's health in policy and 
programmes is not new. Women's health has always been 
considered as being. synonymous with maternal health. This 
has in turn served. to constrict the concept of maternal 
health and severely restricted the programmes which have 
evolved under MCH. While MCH programmes in the conventional 
format may have served a useful purpose at one time, they 
have iong reached the limits of their effectiveness. Today 
they are merely a means to an end -— population .comirek. 
| _ 3. This blinkered vision of we 
had drastic consequences for women's Hes tth ote 
vostro medical factors which influencé women's 
Sie none not associated with pregnancy or childbirth 
y received little attention. secondly, this 


turn, appears to support the ‘neglect' of women. 


Women's veugeeeec = Sea ee eeecnce of the International 
world: to 'recogni Pres tO governments and peoples of the 
in ail aoee Sk aa the particular health needs of women 
many children all situations - the needs of women with 
and those befaea OT ®s "HOSS Gast child be/rine eae 
Ore... and further to" and to ince 
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effective measures for the 
a ae prevention of all forms of 
wea ae ay and cruelty against the well-being of 
ee ae pies keep them from participating actively in 
political and social development of their community 


and which violate their human rights" 


| Quite obviously the International C , 
on Primary Health Care at Alma Ata in Sentenies waar? 
had not heard the plea or if it had the resolution was 
ignored. Such are the distances in time and space to 
be bridged in bringing issues of women's health to the 
attention of the health policy makers! 


| It was at the women's conference that for 
probably the first time, a collective and comprehensive 
analysis of the situation of women all over the world 
emerged. The Conference recognised and identified | 
their low health status relative to men (in most 
countries but. especially more marked in poor countries) 
as a crucial factor-in determining the disadvantage 
and discrimination they suffer. Women's low nealth 
status, it was acknowledgea contributes and perpetuates 
their exploited and oppressed status. The Alma Ata 
Declaration nowhere reflects an awareness of this 
understanding of the roots of women's low social 
status. The Alma Ata Declaration defined primary 
health care in the context of the New International 
Economic Order, which ostensibly was directed at. 
reducing disparities between nation and nation, 12 
considered that while people had the right and duty 
to participate in the planning and implementation of. 
their health care, governments had 4 responsibility 
towards providing health care. | . 


Primary health care, according to the 
Declaration, must evolve érom local socio-economic and 
political characteristics and endeavour to address the. 
major problems of the community. It should include,. 
as a minimum, at the least these components - -health. 
education, nutrition and ‘food supply, water and 
sanitation maternal and child health including family 
planning, immunisation etc., and was to — ~ involve 
related sectors such as agriculture, industry, educatio1, 
communication etc. Primary health care required and 
promoted maximum “community and individual self reliance 
and participation in the planning and implementation of 


health care at all levels". 


Quite clearly, the Declaration envisages | 
health as the primary responsibility of the individual, 
with the government, given that it has, the 'politicel 
will', providing the infrastructure: to make it possible 
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hieve this self-reliance in health 
es that. individuals are in fact, in 
a position to exercise their rights to Leas Bia ceh en 2 EAE 
there is. no recognition of the ‘social LAE EF a 3 
women suffer from, - those disabilities which : een much- 
discussed in another international forum just three years 
before. = < : ; 

The Declaration is after all, a general 
statement putting forth a certain philosophy and some 
concepts. The fact that it does not reflect nor even . 
acknowledgesa specific concern for women's health, especially 
when these issues were being debated on international fora 
during that period, is a serious criticism,. This..lack.of a 
perspective concerning women's health has grave consequences 

not identified and stated no 


because the problem is . ; 
In other words, since women's health, 


solutions are sought. — v | 
other than what is termed maternal health, is not defined 


as a problem, there can be no-question of incorporating 
special component in primary health care to resolve the 


problems of women's health. 


This neglect of women's health in health policy 
is not new - at no time have women as individuals other 
than as reproductive beings, been of interest or consequence. 
So much so that it is unquestioningly taken for granted 
that anything to be said on women will automatically be put 
under maternal and child health. Why thas this been the 
case? Why has MCH become the only programme which caters 
to women's health and what have been the consequences of 
this Gunnell vision? ~. ave . ) 


for the individual to ac 
care. That is, it assum 


or 
— 


. One of the more ar Re = 
forward is that maternal gens comprice samen even a 
major proportion of the mortality among women.’ Reducing 
pat a mortality would automatically reduce female 

eaths. Moreover, morbidity associated with pregnancy and 
Seen is the main cause of women's persistent ill 
morbidit pone re policies directed at reducing maternal | 
immeeee ponetie neck eee iss eb of women would 

; : rguments need to be 

steerer tae noes of health programmes before and 
heazewen oie ta Declaration. In India maternal and child 
abet oS nan early concern - the first systematic ~ 
nineeeetr cou ae in the area ‘dates back to the late 
which provided a Much later the first two documents . 
iNdaeeetene a he basis for a health care system in 
Report ~" = nels were the National Health Committee 

p _ - and the Bhore ‘Report.’ -* | 


he Bhore Committee report published in-1946, 


a pionee: ; 
negber Bee etales in the health field, treats women's 
| Ss almost entirely under a chapter ‘Health 
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0 gelalataada children’. The report aimed 
guarding maternity, but at providing 
adequate health protection to all women so that "the 
function of motherhood is undertaken under optimum 
conaitions of health". © Influenced no doubt by events 
at — and abroad, it strongly recommended the setting 
up of creches and introducing provisions of maternity 
benefits for working women. It even suggested that an 
adequate number Of women doctors be inducted into the 
proposed industrial health services. It suggested the 
supply of ‘home help' for expectant and lactating non- 
working mothers! The main emphasis was therefore, on 
protecting women's health in the workplace and the 
family so that they could adequately perform the socially 
accepted and dual role of both reproducing and 
sustaining the family as well as contribute towards 
production. All programmes were evolved towards this 
end. The maternity and child welfare centre was to play 
a crucial role in 'national reconstruction’. 


The National Committee report reiterated 
these main. aims and objectives of the Bhore Committee 
and was critical of the ‘largely ineffective course’ so 
far pursued in relation to maternal énd child health. 
It particularly drew attention of a'charging India to 
consider motherhood as high and vital a function at 
least as (and ofcourse really much higher than) ruling 
the country or teaching or building or inventing'. 


The report looked at Several estimates of 
maternal mortality and concluded that the commonest 
causes are puerperal sepsis, anaemia, eclampsia and 
otner tocaemias. Two other conclusions are also drawn 


from these estimates ‘ that anemia as a cause of 
mate-nal mortality is practically non-existent in England 
and Wales and that in Calcutta and presumably other 


big cities the other causes ore practically the same ¢s 
in England and Wales. Keeping in mind the factrthat 
this latter situation may not obtain in the rural areas, 
the report concludes that ‘the real abnormal factor in 
our maternal death rate is the prevalence of anaemia .- 


It was argued that the protection of 
motherhood and childhood was important because. it wes 
so vital to the ‘economic and social reconstruction _ 
being envisaged. It was with this same purpose in view 
that birth control was to be promoted as part of the 
‘protection of motherhood! ‘children are born not as a 


j j the vital urge, but 
creative evolutionary response to f 
brittle stindardised products of a tired reproductive 
ee -~tion by thesoosgl . - 


s Y Daal 
machiner automatically set in © BS: 
the ductive system has to be kept fresh and vitalined 


to respond creatively and must not therefore be subjected 


to tnat strain'. 
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h was .a concern and compo- 


ee “molic ammes because it affected 
nent of health eaueee or. ee of a new generation 
Sa Re Oe eae the tasks of social reconstruction. 
WhO ieee the ‘primary place Of this (maternal and child 
catgare, work in Indian reconstruction! . 


‘Thus, maternal healt 


There 4s obviously no gainsaying nn Eat ode 
; i pei kE- TO 
aternal mortality was one of =e major, 
eee single cause' of female mortality in the country. 


Therefore, it would be quite logical to view 
the reduction of the high maternal mortality rates as a 
high-priority programme within a health policy which is 
aimed at improving the health status of women and 
increasing their expectation of life. Such a policy would 
recognise socio-political disadvantages that women suffer. 
It would also recognise the fact that maternal ill: nheaben 
and mortality.is rooted in the ill-health and neglect of 
women throughout their life and met only at the point of 
maternity; and it would accept that the mere provision 6f 
health facilities without special measures to ensure that 
these programmes reach women, makes little impact on 


women. 


| Nowhere is there any evidence of this pers- 
pective in the early health documents which set the tone 
of health policy in the country. . In the circumstances, 
maternal health programmes were bound to have at best, a 
limited impact. Even more importantly these documents 
set @ certain precedent about what constituted health 
policy and they defined the components of all future 
health programmes, and demarcated the limits of these 
components... ‘An.’ in the process, they made women invisible 
to heaith planners except in the role of mothers and 
potential mothers... In other words health policies were 
designed to enable women to play their socially structured 
primary role in society within the predefined limits. If 
the structure and nature of maternal and child health 
programmes have undergone change or if its relative 
importance within health programmes has varied it is. 
‘because these limits have been changed or redefined. 


| Thus, while promoting birth control measures 
was only a minor component of MCH programmes when it was 
ae Covers protecting the reproductive health of 
Oe aa that they may produce healthy children, it 
ecame a major component when the limiting of births 
began to be viewed as main objectives. In neither case 
was the health for women a priority concern. | : i 
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; Women have (sj 
health policy even in ee to be invisible in 
plans and policies have . ee ee 
real problems in gras reflected an awareness of the 
“ees eee res €ssing the problems of womens — 
3 ven in those doc 
an Gly cess peedei sso uments which re-ordered 
nt wn arities. such as, for instance, the 
ivastav Committee Report, whil é 
ee, co eee “bd € maternal and child 
-it continues to be viewed 7 Aone pe Sr ANnAty abee ay 
PERS Bis cee: at ated joan e€ same conventional 
- The stereotype of woma he 
mother dominates and is reinforced constantl — 
instance, the 1977 vlan for Jai ee 
Rural Areas which lay great = < gaaaanen pi 
ef family ana community welfare to iG a stance | 
process states: ‘Indian mothers ie le ieee 
where, are selfless and read ee in wr 
1 ready to sacrifice anything 
for the welfare of their family'. In other words, th 
image.of woman as mother is not only consecrated but ‘ 
her sacrifices for the welfare of Her family applauded 
And what is_the nature of her sacrifices? It eet 
needs to be enumerated - that she go hungry so as “ 
be able to feed her children and menfolk of the family; 
that she work long hard hours to make ends meet and to 
nurture the family; that she bear child after child or 
accept the high levels of morbidity associated with 
every available method of family planning in the 
context of current health care system; that she forgo 
much-needed medical care because: her sons or her 
husband needs it more; that she be abused, beatet, 
bruised and burnt alive... all for the sake of her 
family. How can we ever hope thét health policy will 
pay attention to women's health issues when it accepts 
implicitly and explicitly, without question and as 
unchanging, the very ccnditions which make for women's 
low social and health status? 


It is necessary here to add that the above 
statement, in the 1977 health policy is,not,;and cannot 
be,taken in isolation. .- It has to be seen in the context 
of the priorities, programmes and the general . 
perspective of the entire policy. The characteristic 
neglect of women is quite clear in the very 
programmes which were formulated. .snfortunately, not 
only have health policies disregarded women's health 
issues, but most of us who have: looked at. health, . 
these policies have: also tended to. overlook the 
significance of this state of affairs. 
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Curiously enough it was in the post pe in 

he ICSSR-ICMR Report that we £i1 or 

ognition of the real situation of ae 

The document noted the falling health 
the greater 


g numerated some of the reasons — 7 
Uae page women, the -act that women are more bre a 
rable to disease because of their nutritional status a 

yet, availed of health services much 1ess than men. I 

blic health services have 
regarding all women primarily 
as mothers or potential mothers’. Unfortunately eds 
recognition: of. the real situation regarding women s health 
was not reflected.in the programmes suggested, which 


continued to be in the conventional MCH format. 


health aocument t 
the first time a rec 
women's ill health. 


, That this new awareness was an aberration of 

sorts is Clear from the fact that neither the Sixth Plan 

nor the Report of, the.Working Group on Health for All 
by 2000 AD accorded it even a passing mention. The ° 
Sixth Plan while echoing many of the recommendations of the 
ICSSR-ICMR document chose to emphasise those suggestions 
which had been formulated in a milder form in that document 
- MCH programmes as.a means to an end i.e. population 
control. And the.Working Group completed the turnabout 
that the Sixth Plan had begun after the ICSSR-ICMR report 
and health policy was back on old track, However, coming 
as it did when the women's movement. in the country had ~ 
already made its presence felt, it recommended, rather 
blandly state aid for the setting up of women's groups 
which could then be utilised for health and family welfare 
‘education'. Comically enough, it laments the importance 
of the mother for promotion of health within the family 
and through the family to the community has not received 
due recognition! ia 


Consequences for Women's Health 


_ Let us examine the basis for the assumption 
et health is the single most important Factor in 
i .. a. _ the status of women's health. Maternal 
at a said, make up the major proportion of female 
Se ape ‘iow valid is this argument? Maternal mortality 
mea .. account for a large proportion of the deaths 
fe ances pproximately 13. percent and 9:4 percent in the 
| rive age groups 15-24 and 25-44 respectively. But 


ote HOt: i 
S not the major killer; infective and parasitic diseases _. 
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Table i 


Percent distribution of death: for , 
Of ths by sex for selected 
causes to total déaths in each age group (1979) 


Ca ® - - 
Cause . ex, mnge_in years 
= 15-24 25-44 
I Infective M 28--16 3 
| ‘4 0<«55 
Perasiticus F 23. abe “ 
diseases lah 
XI ‘Complications .M ~ r 
of child -births re 
pregnéncy. and F 3 Gh 9.38 
puerperium | 
XVILaécidents -- - M 25,18 16.94 
Poisening and . 
violence . ose 23.60 Bi 14.03 
All cases | 100. 100 


Source: Health Statistics of India, 1984 


Even if we accept that maternal mortality 
is caused by specific easily identifiable and 
preventable factors and must therefore, be the major 
target of health programmes for women, Wheat are these 
causes? For the last 40 years they have remained the 
same - toxaemias, peurperal sepsis, haemmorrhage and 
anaemia and these have been the years when MCH progra- 
mmcs have functioned. Undoubtedly maternal mortality | 
rates have come down, peurperal. sepsis is no longer 
: as much a risk of childbirth es it used to be. But 
anaemia and toxaemia continue to be two primary 
causes of maternal deaths. And both these are rooted 
in health conditions which are beyond the purview of 
the conventional MCH programmes. Slapdash measures 
at the point of pregnancy have not worked. It is 
thus more than likely that the limits of what may be 
achieved by the conventional MCH approach even. in the 
limited sphere of maternal mortality has been reached. 
Moreover, there is some indication that not all 
deaths which are recorded as being due to maternal - 
iWauses* are in fact so. ins recent paper Karkal (1) 
has quoted a study of postmortem investigations of 
175 maternal. deaths with clinical diagnosis. They 
found: that although cause of death was assigned as 
haemorrhage toxaemia etc., &t postmortem several other 


sia which had probably got aggravated during 
Beanancy ate may well have caused death were discovered. 
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| Maternal and child health .programmes arabe Le 
‘voarame reduced to being Mere channels for family mone g 
ace? a means of reaching women. And in ck ee lay 
eecase they may be instrumental in producing 
Feat among women. 

in the last decade, ironically enough after the 
Alma Ata Declaration, the entire family planning effort 


= in family 
irected at women. All the research in | 
eo a ucted is on long acting hormonal contra- 


anning being cond 
pees for women. Every one of the methods. being 
ted with problems. This morbidity among 


offered is associa : 
women is ozten unrecorded unless it Leads to death. And 
again because women have so little access to health care 


facilities pecause of various socio-economic reasons even 
a minor health problem. can become life threatening. 


In fact many of the complications arising out of 
the use of contraceptives aggravate the very conditions 
which MCH programmes are ostensibly designed to eradicatec.. 
For instance, it is well known that IUDs cause blood loss 
ranging from 35 percent to 146 percent and even in 
developed countries it is has been shown that the preve- 
lence of anaemia.increases by 3 to 16 percent. Although 
hormonal contraceptives are supposed to decrease blood 
loss, it is also known that they reduce the absorption of 
Vitamin B12 and folic acid. Moreover HCs are associated > 
with a higher risk of pelvic inflammatory disease which 
if does not lead to sterility, may well contribute to 
problems of pregnancy and childbirth. | 


Although much has been written about the increased 
mortality risk for a woman with every additional birth, 
the faces that “a large share of maternal mortality experi- 
enced in. the third world relates to wanted births (3) has 
often escaped attention. As the GUPH Bait -pnrtred above. 
points out "Provision of contraceptives services will have 
Be eS NG = impact on the mortality risks of women whose © 
pregnancies are wanted", | 


int Ironically family planning activities have been 
ntrocuced as components of MCH programmes gradually, but 
quite deliberately the ICSSR-ICMR document, in fact quite 
. €mphatically and clearly sets out to define the FP 

con onest of MCH programmes and the need to involve women. 
| er documents are even more conscious of this aspect. 
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Quite apart from the 

, FP component, 

res sre badly designed rie aie. = 
peemented 1S too well known to need elaboration. After 


so many years of McH programmes, only about half the 


preqnant women receive antenatal care. Thus MCH pro- 
grammes in their conventional format have a eet aa 
se they can achieve. Improving the 

org cacy Of these programmes ‘is hardly likely to 

on the sede P| aol ec ta ha is a rethinking 
programmes. Dt OL MCH vis a vis other health 


ie This neylect of women cther’ tha 
in health care programmes has led to a Rieke 20 ee 
Or other causes of female morbidity and mortality. As 
seen in the table,” a large proportion of women in the 
reproductive' age groups die because of parasitic 
diseases and due to. or in violent circumstances. These 
causes also account for a large proportion of male 
mortality im these ace groups as well. It is ofcourse 


a telling comment that even after so many years of the 


implementation of. the Primary Health Care concepts 
these diseases continue to take such a toll of human 
life. It may also be conceded for the time being that 
comprehensive measures may reduce both male and female 
mortality (we have to keep in mind however, that women 
are socially disadvantaged and that whatever are the 
measures provided they will be benefited to a lesser 
degree than men). 


“The situation is however different in the 
case of deaths due to (accidents, poisoning etc. The 
so-called accidents due to which women die, we know 
sow are hardly ‘accide-ts' - they are deliberate acts 
of violence on women, variously termed as ‘dowry 
de2aths', wife battering etc. Karkal points out that 
deaths @ue to burns constitutes the single largest 
cause of death among women in this category in-urural 
Meharashtra. The health system has no way of even 
classifying these deaths which is itself indication 
that for the 'health people' - be they doctors, 
statiscians, or policy makers, such causes simply do 
not exist. ' 


This invisibility of women in health 
policy has also had consequences for the nature of 
information which is collected, and in the manner 
in which such data are analysed. Only recently has 
processed health information, say Sor instance 
morbidity statistics, been presented sex-wise. And 
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there are crucial gaps. The very manner of 
data collection therefore, is biased against women, by 
simply not recording vital information since there is no 
place for such data in the records. This lack of : 
documented information is in turn used to suggest that the 


problem does not exist! r 


even now, 


if women's health is at all a 


Quite clearly, 
troduced into health 


priority then women have ‘to be rein 
- policy and health care programmes. 
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Lobbying for a Rational Drug Policy 


In India, after Independence, drug production increased quite rapidly 
and dependence on foreign companies was reduced especially after 
the Indian Patent Act 1970. However, the progress in weeding out 
hazardous, irrational and ineffective drugs has been very slow. The 
beginning was delayed when compared to some other developing 
countries. Mozambique with very little industrial base of its own, 
tamed the drug companies with its political commitment by reducing 
therapeutic items from 13,000 to 343 within five years after its revo- 
lution in 1975 (Najami et al., 1992). Sri Lanka was less radical, but 
started early in 1959 with the publication of Ceylon Hospital For- 
mulary, edited by the visionary pharmacologist Professor Bibile 
Senanayake. It listed only the rational drugs required for Sri Lanka 
and this Formulary became the de facto list from which government 
health facilities ordered drugs. This eliminated irrational drugs from 
the government health centres. Encouraged by the result of this drug 
selection policy for the public sector, a National Formulary Commit- 
tee (NFC) was formed in 1962. NFC reviewed the available 4,000 
drugs and 6,000 dosage forms and recommended 2,100 drugs in 
3.000 dosage forms. The others were disallowed. Imports were res- 
tricted to only these drugs (Weerasuriya, 1995). In India, the Hathi 
Committee Report, submitted in 1975, was published only in 1978. 
Hathi Committee’s main recommendations were aimed at reforms 
towards self-reliance in the field of drugs. It also recommended some 
duce the irrationalities in drug production and use in 
India. It made a list of 117 ‘essential’ drugs for India’s health care. 
But the basis of selection of these drugs was not clear and hence 
there were many surprising deletions. This list was far shorter than 
the first model list of essential drugs, prepared in 1978 by the WHO. 
Surprisingly the Hathi Committee list contained the hazardous drug 


measures fo re 


121 


rational household remedies like Gripe-mixture 
la of Vicks Vaporub. But even this list was not 
used to prioritise drug production or procurement in India. The Com- 

- ated out that the government should take ‘prompt measures 
mitice Polite ‘nations’. But the government's res- 
to eliminate irrational drug combinations . D eae ie 
ponse was not prompt by any standards. Till today, per cen 
the irrational drugs continue to thrive in the market. 

The Hathi Committee had recommended that, to begin with, 13 
essential drugs should be made available only under generic names 
and that all new drugs should be registered only under generic names. 
But the German and the US drug companies got stay orders from a 
High Court as regards their products and hence only five drugs were 
made generic. There has not been any further progress in this regard. 

Among its other recommendations, the Hathi Committee stressed 
on the publication of a revised National Formulary and of a regular 
medical newsletter with independent medical information on drugs. 
This too has not been carried out. | 

Thus on the aspect of bringing rationality in the pattern of drug 
production in India, even the Hathi Committee’s limited recommen- 
dations were not implemented by the Government of India. On the 
contrary, as a fallout of the Hathi Committee, the strategy of the 
government to allow different rates of mark-ups for ‘life-saving’, 
‘essential’ and other categories of drugs proved counterproductive. 
This is because along with the new DPCO in 1979 there was no 
simultaneous compulsion on the drug companies to produce a mini- 
mum quantum of category I and category II drugs. Neither was there 
any serious attempt to-weed out irrational drug combinations. This 
half-hearted, partial strategy was misused by the drug companies. 
The result was increased production of not only the less essential 
drugs but also of the irrational drug combinations and that too at the 
expense of some of the essential drugs. 


Analgin and grossly 1 
and a modified formu 


Drug Action Groups 


Though the Hathi Committee’s very modest recommendations were 
shelved, a new phenomenon kept up the pressure on the government 
to reform the drug sector. This was the rise of the various Drug 
Action Groups all over India in the 1980s. The roots of these groups 
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Set ee ea tae the 1970s, the potential of economic 
spurt of radicalism in Indi Di aia oe Bee ae paar ania 
differeatidemienics cot ie ifferent anti-establishment groups with 
pasmainieee tae & : re ndled. In the beginning, such opposition 
oeonie aes ss itical sphere per se. But over a period, some 
education opted re #p oo tareaet Le backeui Oh pipher 
ue ee ii of mainstream politics and went into the fields 

ral development, health, education, science-populari- 
sation. There were some who forged new politics through struggles 
on the issues of caste, gender and environment. In each of these new 
groups, there was a mixture of people belonging to different ideolo- 
gies—from Gandhians to Marxists to humanists of various hues; 
some had been part of a political organisation earlier and hence had 
a clear political perspective, whereas many had no such background. 
The formation of Drug Action Groups was one such a trend. Despite 
varied backgrounds, different individuals opposed to or dissatisfied 
with the current state of affairs in the field of drugs and health, 
mainly on the issue of gross irrationalities in drug production and 
use, came together. Different health activists from various parts of 
the country, mainly comprising doctors, were meeting each other 
from the mid-1970s through the medium of the Medico-Friend Cir- 
cle (MFC). MFC arose as a platform for health professionals from 
different geographical areas and socio-political backgrounds, who 
were dissatisfied with the existing health system as being elitist, and 
who were trying to forge alternative approaches in their own areas. 
Those who were keen on the issue of drugs forged links and wanted 
to go beyond platform-discussion and called for some form of co- 
ordinated action. The all-India seminar on ‘The Drug Industry and 
the Indian People’ in November 1981, organised by the Delhi Sci- 
ence Forum brought together health activists and health professionals 
from different parts of the country and by 1982, the All India Drug 
Action Network (AIDAN) was formed. Since then AIDAN has been 
a co-ordinating body of various health, science and drug-action 


groups from various parts of the country. 


The E.P. Forte Case 


p by AIDAN was a campaign against the high 


The first issue taken u 
thetic female hormones Oestregen and 


dose combination of the syn 
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ensively used in the 1970s 
Also there was a widespread misunderstanding 
that it causes abortion and hence was used with the Bey pir 
nating unwanted pregnancy. It was sold by chemists U.?- pei 

a doctor’s prescription. Many women keen to gael aes mat 
took repeated doses of E.P. Forte with the hope of al “lel it. This 
‘ncreased the chances of congenital abnormalities since Oestrogen 
and Progesterone were proved to be teratogenic. Use of EP. Forte 
as means for detecting pregnancy was found to be unreliable in re- 
search studies. In the developed countries its use had been aban- 
y and teratogenicity. But in India its 


doned in view of this unreliabilit 7 
use continued unabated despite the advent of reliable and safe urine 


test for detecting pregnancy. | 
On 8 March 1982, a nationwide educational campaign was laun- 


ched by AIDAN to highlight the dangers of E.P. Forte and to press 
a ban on its production. The press was quite supportive in this aill- 
India campaign. 

In response to this public outcry, the Ministry of Health and Fam- 
ily Welfare, in May 1982, consulted the Indian Council of Medical 
Research (ICMR) in this matter. The Director General of ICMR in- 
formed the Ministry that he had convened a meeting of experts and 
also invited comments from experts from different parts of the coun- 
try. The experts unanimously expressed the opinion that even in In- 
dian conditions these preparations are not necessary to treat any 
gynaecological disorder. The Council came out with the recommen- 
dation that ‘Fixed dose combinations of Oestrogen and Progesterone 
may be totally banned in the country, even for the treatment of sec- 
ondary amenorrhoea as other substitutes are available in the market 
for the management of secondary amenorrhoea’ (ICMR in a commu- 
nication to the Drugs Controller in 1982). 

In view of this recommendation, the Drugs Controller of India 
(DCI), in a letter to the State Drug Controllers asked them to ban 
manufacture of high-dose Oestrogen and Progesterone combination 
from 31 March 1983 and their sales from 30 June 1983. 

But Messrs Unichem Laboratories, Mumbai; Messrs Nicholas 
Laboratories, Mumbai; and Messrs Organon (now known as Infar 
India Ltd), Calcutta, went to the High Courts in Mumbai and Cal- 
cutta against DCI’s instructions to ban these drugs. (Incidentally, Or- 
ganon is not marketing this combination in the Netherlands.) These 
companies argued on purely legal, technical grounds that the central 


Progesterone-E.P. Forte. It was quite ext 


to detect pregnancy. 


ae eae tama ov ve, Thao! ot 
ge Beaience li ee ae Stay.orders. The Government of India did 
ee rx : ip even though the newly-amended Drugs 
ete to prohibit the | pril 1982) had empowered the central govern- 
ee: tl a import, manufacture and sale of any drug con- 
a ‘Vaiss XIC Or Irrational. The appeal by the Voluntary 
ciation of India and AIDAN to the government authori- 
ties to take Initiative in this court case fell on deaf ears. 

A peculiar decision of the Supreme Court on 13 November 1986, 
on the case filed by a socially-conscious lawyer, Vincent Panniku- 
langara, forced the government to act. The Supreme Court ordered 
the Drugs Controller to decide within six months whether this drug 
should be banned because it was a danger to public health. It added 
that this should be done after conducting public hearings in which 
any consumer group or party who wishes to participate in the inquiry 
should also be allowed to present their evidence. The Supreme Court 
castigated the government for its inertia in such a matter of public - 
importance. It queried: ‘What steps are you making to show your 
concern for public health? So long as you were not aware, it is al- 
right. Thereafter, it is murder’ (The Hindustan Times, 14 November 
1986). The Supreme Court deplored that ‘For some inexplicable rea- 
son, the concerned department did not seem to be interested in the 
early disposal of petitions and that even the Medical Council of In- 
dia, the Indian Medical Association, and the Drug Controller of 
States had betrayed complete lack of interest in public “health and 
welfare” by not filing any reply for over three-and-a half years since 
the court notice was served on them!’ (ibid.). 

As a result of this Supreme Court order, the question of whether 
or not to ban this drug was reopened, when in fact the DCI had 
banned it in June 1982. However, this order forced the government 
to act and for the first time in India a public hearing was conducted 


on any drug. 

The historic public hearings on High Dose Combination of Estro- 
gen and Progesterone (HDCEP) were conducted in a manner In which 
the bias of especially the office of the Drugs Controller, in favour of 
the drug companies, was quite evident. In spite of this bias and the 
disadvantage in the form of limited resources of voluntary groups as 
compared to that of the drug companies, various members of AIDAN 
and fraternal organisations like Federation of Medical Repre- 


sentatives Association of India (FMRAD), Health Service Association 
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: ups together gave a 
a est engl a well many Wonca Ps erwin 
pian social evidence in support of the need to ban a ae 
ICMR’s committee also once again recommended a ban, as a st e@ 
Drug Technical Advisory Board (DTAB) of the Drug Consu a. 
Committee (DCC) of the Parliament. As a result of all these devel- 
opments, the Drugs Controller ultimately banned this drug once 
again on 15 June 1988. Though the Gazette notification had clearly 
stated that ‘formulations of high-dose oestrogen progesterone com- 
bination’ are banned, Unichem and Infar India mischievously inter- 
preted this order as one which has banned only the tablet-form and 
not the injection-form. Even the tablets were being marketed after 
the ban order. In Maharashtra, Association for Consumer Action on 
Safety and Health (ACASH) had to go to the Mumbai High Court 
to enforce this ban and to question the mischievous interpretation of 
the drug companies (Shiva ed., 1989, pp. 13-15). 

The E.P. Forte case is a classic example which demonstrates how 
drug companies lobby by all means to thwart action on even a drug 
which was clearly obsolete and hazardous. It also shows the lethargy 
and incompetence of the Drugs Controller’s office when it is a matter 
of taking action against the drug industry. The E.P. case also showed 
that AIDAN can muster adequate strength through a campaign 
amongst the people and doctors to put sufficient pressure on the es- 
tablishment. But AIDAN’s slender resources were stretched to the 
full to successfully lobby for a ban on an evidently obsolete, hazard- 
ous drug with an annual sale of only Rs 100 million. 


Banning of Other Irrational. and 
Hazardous Drugs 


The DCC is a statutory body of the Parliament which advises the 
Drugs Controller on the drug policy issues. The DTAB is also a 
statutory body of experts which advises on technical matters arising 
out of the administration of the Drugs and Cosmetic Act,1940. The 
DTAB is comprised of mostly government bureaucrats—Director 
General of Health Services, the Drugs Controller of India, two state 
Drug Controllers, directors of various government Drug Research 


Soiree seri bei officials. In addition there is one 
Council, IMA and ali epi industry, Medical and Pharmacy 
oss oh dalton tesla . These bodies have not been very func- 
Liesideent ae ia they used to meet very infrequently. But with 
Beck rice riticism on the drugs issue, these bodies began to 
his ae ee _ of the DCC recommended a ban in May 
tod ay ts Of drugs on the grounds of being irrational or 
; list was modified by DTAB. The Drugs Controller 
in a Gazette notification on 23 July 1983, banned 21 categories of 
drugs by modifying further the list approved by DTAB. This final 
list did not contain eight important, very widely used categories of 
irrational drug combinations, which were in the original ban list pre- 
pared by the DCC and contained six additional categories, not in- 
cluded in the DCC list. Banning these 21 types of irrational or 
hazardous combinations was a step forward. But barring a couple of 
exceptions, all the important and widely used irrational drug combi- 
nations were not included in this list. The list included mostly obso- 
lete drugs or minor drugs which were any way not being used 
extensively. It is no surprise that the drug industry did not wage a 
legal battle in union to oppose this Gazette notification. 

Even this marginal ban list was not being implemented and hence 
a socially-conscious advocate Vincent Pannikulangara, filed a writ 
petition in the Supreme Court in 1983 with a plea to protect the 
people’s lives from the drugs considered harmful by the government 
itself. He also demanded a ban on the drugs identified by the DCC 
in 1980, because till then the DCC recommendation had not been 
implemented. The Supreme Court ruling in this case was disappoint- 
ing. It ruled that the banning of irrational drugs was a policy-matter 
and it was up to the government to make policy decisions. It, how- 
ever, asked the government to speed up the matter as regards haz- 


ardous drugs and implement its ban order effectively. 


Though Vincent Pannikulangara’s petition did not yield the desired 


result, there was further pressure on the government to ban more 
‘rational and hazardous drugs. Four more categories were banned in 
1984, and three more in 1988, including the high dose E.P. combi- 
nation. By April 1992, a total of 45 categories of drugs had been 
banned by various Gazette notifications. But the brand-names of 
these drugs were not published and hence the lay people had no idea 
about which drugs had been banned. Even the generic names were 


not publicised widely. Given this lax manner of implementation, 
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were being sold in different parts of the 
country. Also some of the main drugs that needed to be banned had 
not not been touched. Another drug-action group, Drug Action 
Forum (DAF), Karnataka, along with AIDAN filed a Public Interest 
Litigation in November 1993 in the Supreme Court. 


many of the banned drugs 


DAF Karnataka’s Supreme Court Case 


As we shall see a little later, the efforts of AIDAN to pressurise the 
government to move towards a rational drug policy failed. Going to 
the Supreme Court on certain issues remained the only option in the 
current situation. Given the importance of this case, several organi- 
sations and individuals intervened in this case on the side of DAF, 
Kamataka. Though DAF, Kamataka is part of AIDAN, Dr Mira Shiva, 
as co-ordinator of AIDAN became a co-petitioner. The National Cam- 
paign Committee for Drug Policy (NCCDP)—a fraternal coalition of 
some AIDAN associates and some trade unions in the field of drugs 
and petrochemicals, central research organisations—was also a co- 
petitioner. Community Development Medicinal Unit (CDMU), Cal- 
cutta and LOCOST, the two other AIDAN members, and Jagori, a 
women’s organisation in Delhi, joined as co-petitioners later on. 

In response to the petitioners’ complaint that the DTAB was mov- 
ing very slowly in the matter of weeding out irrational drugs, the 
Supreme Court wanted to appoint a committee of three eminent citi- 
zens with a medical background to help the DTAB to expedite mat- 
ters. The government did not want a separate committee. It therefore 
proposed that those three eminent persons be co-opted into the 
DTAB for this purpose. The Supreme Court agreed. Thus as per the 
Supreme Court directive of 17 November 1994, Dr N.H. Antia, 
Director, The Foundation for Research in Community Health, Mum- 
bai; Dr Naresh Banerjee, a senior medical person from the Rational 
Drugs Campaign Committee, Calcutta: and Dr Nitya Nand, ex-Director, 
ee Drug Research Institute, were co-opted into the DTAB to 

pedite the work of weeding out the irrational and hazardous drugs. 
This was a welcome step, as all these three co-opted members are 
oe * Neeieenty and have all along advocated a rational 
members “ may in : as Miss orig pie: mee 
bons likely Eee © be very conservative in taking deci- 

g industry. The Drug Action Groups felt 
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that having a Supreme Court Commission would, have been a better 
way. But the Drugs Controller, it was felt, skilfully avoided this. 

The Supreme Court asked the petitioners to submit a list of drugs, 
which they felt, should be got rid of. The petitioners submitted a 
short list of drugs to be urgently weeded out and also demanded that 
all drugs not recommended by the standard medical textbooks should 
be banned. The Drugs Controller kept this latter demand out of the 
agenda of the DTAB meetings and has, till March 1996, successfully 
limited the agenda to the issue of banning the drugs given in this 
short list.! These drugs were: 


(i) Analgin and its combinations (toxic pain-killer) 
(ii) Fixed Dose Combination (FDC) of Oxyphenbutazone/Phe- 
nyl Butazone (toxic pain-killer) 

(iii) FDC of Dextropropoxyphene (toxic pain-killer) 

(iv) FDC of Streptomycin and Penicillin | 

(v) FDC of Vitamin B;+Bet+Bi2 

(vi) FDC of Cough-suppressant with Cough Expectorant 
(vii) Inj. Depot Medroxy Progesterone (DMPA) for contraception 
(viii) Hydroxyquinolones (toxic anti-amoebic drug) 


Other developing countries, which have adopted rational drug pol- 
icy, have banned most of the irrational drugs in one lot. Sri Lanka 
eliminated 1,900 irrational drugs in the 1960s; Bangladesh weeded 
out 1,700 drugs in 1978; Mozambique, as pointed out earlier, weeded 
out more than 12,500 brands within five years of its revolution. In 
India, however, the Drugs Controller has taken a piecemeal approach 
of deciding about every category of drug separately, instead of mak- 
ing broad policy decisions as has been done in other countries. 

Even in case of the just referred eight categories of drugs, most of 
these had no scientific rationale and the standard sources of drug 
:nformation are quite clear on this issue. Yet, the lobbying of the drug 
companies delayed the decision to ban these irrational drugs despite 
the clear stand taken by the co-opted members. Professor J.S. Bajaj 
of the All India Institute of Medical Sciences, was later co-opted in 
December 1995 into the expert committee of the DTAB in order to 


expedite matters. 
Despite the desp 
irrelevant issues an 
these irrational drugs, 
up to December 1995,a 


erate attempts by the drug companies to bring in 
d evidence during the discussion on banning of 
and also supported by the Drugs Controller, 
dditional 11 important categories of irrational 
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d—a total of 56 catego- 


all over India were banne 1 of ; 
ther, These 11 categories include irrational fixed 


arketed as anti-diarrhoeals, irrational oral rehy- 
dration salts, and the dangerous analgesics: Analgin, Oxyphenbuta- 
zone, and Dextropropoxyphene with other analgesic drugs; and fixed 
dose combinations of allopathic drugs with non-allopathic drugs. 


drugs widely used 
ries of drugs altoge 
dose combinations m 


Retrogression in Overall Drug Policy 


Thanks to the persistent efforts of the Drug Action Groups through 
legal means and awareness campaigns, pressure was brought on the 
government to ban some of the irrational and hazardous drugs. As 
yet about 80 per cent of irrational drug combinations are still allowed 
to be marketed. Second, on all other aspects of drug policy, the drug 
companies have been favoured, at the expense of people’s interests. 
AIDAN and NCCDP, the two co-ordinating bodies of various drug 
action groups all over India, tried their best to press for reforms 
towards a rational drug policy, but all in vain. The model list of 
essential drugs prepared by the WHO is now available for more than 
17 years. All that is needed is to make certain changes in it suited to 
the Indian conditions. Indian experts can easily do it. Experts asso- 
ciated with Drug Action Groups had prepared a graded essential drug 
list in 1986 for Voluntary Health Association of India. An updated 
version was finalised in April 1995 during the ‘International Seminar 
on Rational Use of Drugs’ at Siliguri in West Bengal. But the gov- 
ernment, with all its resources avoided this step for a long time. At 
last, the Health Ministry has prepared in 1996, the Essential Drug 
List for India. Now what is needed is to prepare a graded essential 
drug list which indicates which drugs must be available at various 
‘levels of health care—Community Health Worker, sub-centre of 
PHC, secondary and tertiary level care. This list should not remain 
on paper but should be used as a basis for drug procurement. 

The drug companies were continuously lobbying against the Drug 
Policy of 1978 despite making more profits. The Financial Express 
(7 August 1984) reported, , 


The pre-tax profits of major wholly Indian private sector drug 
firms have risen substantially during the first three financial years 
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Sidi current decade. The impressive results assume special sig- 
nificance in the light of repeated allegations made by wholly Indian 
ole firms that foreign equity firms have been reaping profits. 
What ls more, these results have been achieved under the much 
maligned 1978 drug policy. 


The Drug Action Groups, as mentioned earlier, came into the pic- 
| ie from the early 1980s. They had proposed a number of measures 
promote self-reliance, to include various progressive and rational 
measures in the drug policy. However, the government, instead of 
making progress towards a rational drug policy to serve the interests 
of the people in India, took retrogressive steps. Thus before the New 
Drug Policy (NDP) was announced in 1986, 82 drugs were de- 
licensed in 1984, and 12 more in 1985. The government has thus 
given up control in the production of these 94 drugs, most of which 
are essential drugs. The then new regime under the leadership of late 
Shri Rajiv Gandhi, increased the limit for companies to be registered 
under the Monopolies Restrictive Trade Practices Act (MRTP Act) 
to annual sales turnover of Rs 1,000 million. None of the pharma- 
ceutical corporations can now be under MRTP Act with this heightened 
limit. As for companies under the Foreign Exchange and Regulation 
Act (FERA), all foreign companies, except two are now legally 
Indian companies, due to the loopholes and liberal interpretation of 
FERA. The control of all these ex-FERA Indian companies remains 
foreign. 

The long-awaited NDP was announced on 18 December 1986, 
bypassing the Parliament in a mere short press statement of only 
1,500 words. In response to a lot of criticism to this cryptic mere 
press statement, the government later formulated a short 20-page 
policy document which briefly announced a series of measures with- 
out giving any adequate rationale for them. This was followed by a 
new Drug Price Control Order (DPCO) in 1987. This NDP of 1986 
was retrogressive, pro-industry and pro-MNC (Anant, 1987). Further 
modifications announced in September 1994 and the consequent 
DPCO in 1995 were further retrogressions in the direction of remov- 
ing controls and leaving the consumers at the mercy of the drug 


companies. Mie ; 
edom for big companies to acquire 


‘censing of drugs means fre 
eee STE ‘ MNCs. Thus the de-licensing of the 


monopoly position, especially the 3 
94 pres helped the MNCs enter into the marketing of these drugs. 
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ir parent company, instead of 
BANG ie pp bores, dives of T iccosta or liberali- 
producing ieee ing drugs more freely and are 
sation in imports, they started importing» g MNC 
ble to sell these with aggressive marketing. Thus Boots, an ; 
sql? import of Ibuprofen from Rs 40 million in 1980-81 to 
Rs 620 million in 1984-85; but increased production of this drug 
during the same period from Rs 200 million to only Rs 510 million. 
The same was the case with seven other MNCs (Sengupta, ed., 1986, 
_p. 332). This erodes self-reliance and also increases the deficit in 
foreign trade. This is despite the fact that Indian drug companies 
have the capability to produce 22 of the 94 de-licensed drugs. : 

The second most important step in the NDP was loosening of price 
controls. As per the NDP of December 1986, instead of three cate- 
gories of drugs under price control, now only two categories of drugs 
were to be under price control. Category I included 27 (not all) drugs 
used in The National Health Programmes and Category II included 
other 139 essential drugs. Thus instead of 343 drugs under price 
control as per 1977 DPCO, now only 166 drugs were under price 
control. The mark-up (Maximum Allowable Post Manufacturing Ex- 
pense—MAPE) for Categories I and II was increased from 40 per 
cent and 55 per cent to 75 per cent and 100 per cent respectively. 
The govemment obliged the drug companies further in September 
1994 by declaring that henceforth price control would be for only 
those drugs with an annual turnover of more than Rs 4 crores and 
for only those drugs in case of which there is monopoly or oligopoly. 
This reduced the basket of price-controlled drugs from 166 to only 
70 drugs as per the New Drug Price Control Regime of 1995. Sec- 
ond, the mark-up for all these 70 drugs was uniformly set at 100 per 
cent. This has resulted in another round of price rise. 

Added to the increased profits of the manufacturers, is now the 
increased margin of the chemists and druggists. From January 1996, 
the margin for the wholesaler and the retailer has been 10 per cent 
and 20 per cent respectively, compared to 8 per cent and 11 per cent 
respectively in 1994. In other sectors, the wholesaler’s margin is 
around 3 per cent. Thus the industry and the trade together now 
fleece the patients ‘liberally’. It is no wonder that adequate drug 
treatment is getting out of the reach of the majority of the Indian 
population and even the middle class is feeling the pinch due to the 
unprecedented rise in the prices of one drug after another in a con- 
tinuous, step-wise fashion. The government with its New Economic 
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; sas ea has placed enormous faith in the market mechanism. 
as been looking the other way when d 
ralling. ‘Ceiling Prices’ decid y when drug prices have been spi- 
Se PERRO exam : a ed by the government have remained 
Paracetamol were 1155 iceetrers ae 
axéeRerahs -.... O ./7 per cent more than the ceiling price 
et. bis n the case of Aspirin, the brand prices 
1995, pp. 2978-79) is ne prices from 200 to 483 per cent (Rane, 

The aaa . . “eh e government did nothing about it. 
byase the tor panies have been employing various subterfuges to 

price control. The first one is to make a drug combination 
with a drug hot under price control and claim that the combination 
1S not under price control. Second, they market formulations with 
different strengths and thereby bypass drug price control. Thus for 
example, where the price of Aspirin—300 mg was fixed by the gov- 
ernment at Re 0.64 for 10 tablets, that of Aspirin-5O0 mg was kept 
by German Remedies at a ridiculously high level of Rs 6 per 10 
tablets. So with one-sixth strength of the same drug, the drug com- 
pany has the temerity to sell it at more than nine times the ceiling 
price! This is a mockery of the so-called rational pricing. The gov- 
ernment continued its non-intervention in case of this essential drug, 
supposed to be under price control. The drug companies in India 
never had it so good! | 

Dr Wishvas Rane (1996) has systematically studied price rise in 
drugs during 1980-95—a period during which the government liber- 
alised price controls more and more. Dr Rane compared the prices of 
all categories of drugs as given in the June 1980 and April 1995 issues 
of the Monthly Index of Medical Specialities (MIMS). MIMS gives in 
brief the contents, uses and prices of the leading brands in the market. 
He compared the prices of unit package of the brands listed in the 
above two issues of MIMS. The results are given in Table 5.1. It will 
be seen from this table, that for the 775 branded formulations studied, 
there was a price rise of 197 per cent during June 1980—-April 1995 
whereas the price index for clothing and footwear, a comparable con- 
sumer good of industrial origin increased by 170 per cent during the 
same period. It may be noted that there is a fall in prices of some new 
drugs once the monopoly of the initial producer breaks down. This 
table includes such drugs also. There is thus more price rise in older 
drugs than what is seen in this table. | jerag alt © 

What do we conclude, from the brief overview given in this chap- 
ter, of the developments in drug policy in recent years from the per- 
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TABLE 5.1 
System-wise Price Rise in Drugs, 1980-95 


Drug Type as per System No. of Branded . Price es oo 980 
Affected by Drug Formulations Studied an 0 
Alimentary System i be 242.84 
Cardiovascular System 60 145.34 
Central Nervous System 87 199.64 
Musculo Skeletal System 18 207.07 
Hormones 56 220.67 
Genito Urinary System 39 135.24 
Infections and Infestation 137 64.21 
Nutrition 119 235.83 
Respiratory System 47 258.45 
Ear, Nose and Oropharynx 9) 143.19 
Anti-allergic Drugs 19 258.58 
Skin | 44 194.96 
Others | 22 335.61 
Teal 745 191.55 


Note: The table is summarised, slightly modified and corrected with personal 
communication with Wishvas Rane. 


spective of rational therapeutics? The Drug Action Groups have pop- 
ularised the concept of rational drug policy and as part of it, the 
concept of essential drugs. This was done amongst the local people 
and doctors alike, especially in West Bengal and Kerala through in- 
tensive campaigns (Ekbal, 1985; DAF West Bengal, 1986). Dozens 
of health and drug consumer groups all over India have also created 
widespread awareness on the drugs issue. But no political party has 
taken up this issue seriously. Unless this happens, it is difficult to see 
how this retrogression can be reversed. This is despite the fact that 
AIDAN and NCCDP have constantly put forth concrete short- and 
long-term alternative policy measures. But this needs political back- 
ing, 1.€., progressive political parties and organisations should take 
up the drug issue seriously and add strength to the demands formu- 
lated by AIDAN and NCCDP. | 


NOTE: 


1. Thanks to the persistence of the petitioners, by March 1998, a few more drugs were 
taken up by DTAB for scrutiny and Baralgan has been banned. But this progress is too 
tardy and quite unsatisfactory. : 


Source : Anant Phadke, 1998, D 
’ » Drug Supply and Use : Toward Rati 
India, New Delhi, Sage Publications, Pgs. 48-61. oe 
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§ Ninth Five Year Plan and Women's Health 


Chairperson ee Mr. R. Srinivasan 
Resource Persons : Dr. Helen Simon 


Dr Imrana Qadeer 
Dr. Sundari Ravindran 


This session addressed the issue of the Ninth Five-Year Plan and the National Health Policy and various 
other programs for the empowerment of women. The session was chaired by Mr. R Srinivasan. Initiating the 
discussion, he spoke on the nature of Five Year Plans. He felt that the Ninth Five Year Plan had an element of 
gender sensitivity while examining the role of women and presence of patriarchy in all spheres. 


7.1 Health Policy and Programs and Women’s Health - Dr. Helen Simon 


Dr. Simon first traced the history of the medical and health sciences in India from the Vedic period onward, 
and outlined the growth of the Ayurvedic, Siddha and Unani systems of medicine in India. 


She also referred to various committees formed for the development of health policy in India from the time 
of the British when there was prevalence of diseases like Malaria, Tuberculosis, Cholera etc. 


The first committee to study and evolve a policy and plan of action under the chairmanship of Pt. Jawaharlal 
Nehru in 1938 contained some major recommendations e.g. states should take responsibility for people's 
health: need to train large number of health workers in practical, community and personal hygiene, first aid, 
simple medical treatment etc. To focus on social aspects and implications of medical and public health. 


Bhore Committee — 1943-46 

The Government of India appointed National Health & Development Committee (Bhore Committee) in 
1943 to survey the health situation in the country and for future plan. Bhore Committee report submitted in 
1946 made two recommendation that provision of health services was reponsibility of state comprehensive 
health services was right of all people irrespective of their paying capacity. 


The Bhore Committee also stressed the importance of preventive health work along with the treatment of 
patients and irreducible allocation of 10% for health outplay and the need to develop primary health centres to 


take care of rural health needs. 


Sokhey Committee - 1948 . ) =e 
Sub committee on health was set up by National Planning committee of the Indian National Congress in 


1948. It recommended formation of centralized authority to provide services for mother and children, need for 
national level minimum infrastructure and need to train paramedical workers and traditional dais to provide 
natal and post natal service which became the basis for the MCH programmes. 


nded revision of primary health centre program and suggested 


The Mudaliar Committee in 1959 recomme re pr gest 
Ith vans from district and talug hospitals, instead of multiplying 


medical coverage to rural areas through mobile hea 
primary health centres. 


The Srivastava Committee had recommended and advocated community health approach which led to 
the community health workers scheme (subsequently renamed as community health voluntary scheme) launched 
in 1977. During the sixth plan period emphasis was on public health and eradication of communicable diseases 


and sanitation and high priority to family welfare. 
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Discussing the present status of women and health Dr. Simon said that the National x2 
Family Health Survey 1992-1993 shows that despite government policies, programs and “ 
efforts, women’s status remains low. 


+ In the age group of 6-10 years 61% girls attended school as against 75% boys. 


+ This figure falls even further in the age group of |l- 14 
schooling as against 76% boys.) : 


(only 55% of the girls undergoing 


The statistics vary with different states. 
+ In Bihar, Rajasthan and Uttar 


of the girls aged 6 to 14 attended schools in Kerala, Goa, Nagaland, Mizoram, Himachal 


Pradesh over half the total girls did not attend school. 


+ 86% 
Pradesh, Manipur and Delhi. 


adhya Pradesh, Orissa and Assam have low socio-economic development, 


Bihar, Uttar Pradesh, Rajasthan, M 
d infant mortality. UNICEF reports in 1995 show about 13,95,593 missing 


female literacy, maternal mortality, an 
girls in the age group 0-6 years in T99I. 


The female : male ratio continue to be adverse (929:1000), due to discrimination against the girl child, female 
foeticide, less access to healthcare etc. The girl child and the women in early reproductive age still have lower life 
expectancy. But the life expectancy of elder age group, women considerably improved- slightly more than that 
of the males. (62.1% compared to 61.4% for males- 1996). 


Studies show that even though infant mortality is more in the rural areas compared to urban areas, there is 
no marked gender difference in infant mortality except in some communities in certain states due to female 
foeticide, neglect of health and nutrition of the girls. 


+ Over 50% women are anaemic. Anaemia accounts for 15 —20 % of all maternal deaths. There is no 
significant improvement in the nutritional status of the women. 


30% of the babies born have low birth weight. 
24% of adult women weigh less than 38 kg. 
16% have height less than 145 cms, forming a high risk group during pregnancy. 


+ + + + 


In low income groups the calorie intake is lower in women, pregnant and lactating mothers. 


The family welfare/reproductive health programs are still targeted towards women. Even though attempts 
are made to popularise use of condoms by males to prevent HIV infection and also to popularise male permanent 
sterilisation through no scalpel techniques. . 


Dr. Simon concludes that there is a need to formulate a women's health policy responsive to the women's 
health needs taking: into account the impact of discrimination against women in all spheres of life and its ill 
effects on her well being. | 


6 @ @ 


: Dit cne ee A 
KASANABDAA AA 


J) 


136 
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2) 


3) 


4) 


5) 


NATIONAL POLICY ON INDIAN SYSTEMS OF 
MEDICINE — INSUMMARY 


Government of India 
India has a rich heritage of well codified health care systems of life — A 
: . : — Ayurveda an 
Di oe crc acre since Charaka, Sushruta and Patani (1000-500 BC). nthe ii 
eae Rae ste ie ei! i have for centuries met the health needs of the people long before 
aioe i an medicine and are still popular due to their accessibility, affordability and 
ess. ide by side, a huge opportunity is growing worldwide as Complementary and 


Alternate medicine (as it is referred to in the west) rapidly grows in economic importance, 


A Sat with concerns about the adverse effects of chemical drugs and escalating costs of 
m ci health care. The first comprehensive policy on ISM has been prepared which addresses the 
strengths of the systems in areas of current relevance, while delineating the immense opportunities 
that lie ahead. 


The national ISM Policy builds upon the positive features of the indigenous systems as also 
Homoeopathy which include their diversity and flexibility; their modest cost; a low level of 
technological input and the growing popularity of natural plant-based products. The latter 
movement opens fresh opportunities for the production of a whole range of therapeutics and also for 
food supplements, cosmetics, toileteries, nutraceuticals and veterinary medicine. The National ISM 
Policy seeks to maximize these opportunities by recommending a range of strategies. 


While the Policy tries to build upon the existing infrastructure, it is also acutely aware of the major 
problems daunting this sector and which have deterred it from attaining a high level of performance 
whether in education, research or clinical practice, a few exceptions notwithstanding. The need to 
revamp the curriculum of the educational institutions and to reorient the approach of practitioners to 
increase their relevance, credibility and professionalism is given priority in the national ISM Policy. 
So also, the need to enforce Good Manufacturing Practices and put in place an acceptable level of 
regulation and enforcement covering the manufacture and certification of drugs. The bulwark of the 
policy reinforces the Resolutions of the Central Council for Health & Family Welfare — the highest 
Constitutional body set up in the health sector for the formulation of the policy which has strongly 
advocated systematic use of ISM in the primary and secondary health infrastructure. | 


The Policy recognizes the new vistas opened through the untapped potential of the medicinal plants 
sector in India, one of the 8 important global centres for plant diversity, being rich in medicinal and 
aromatic plants occurring in diverse eco-systems. Enormous opportunity exists worldwide not only 
for ISM but for the growth of the herbal sector. The policy addresses how the growth of this sector 
can be encouraged using the experience and scientific base of institutions of CSIR and 
Biotechnology, ICAR and Forestry Research so that efforts lead to sustainable conservation and 
cultivation practices, a unique selling prospect for trade and an immense export opportunity. 

Issues relating to Intellectual Property Rights have also been addressed through the policy, mainly 
with a view to forestall the grant of patents for the medicinal use of plants which have long been in 
use in Ayurveda and other codified Indian systems of medicine. Opening up of this knowledge in 
four U.N. languages, through the internet, in a selective way can also be an immense tool for 
academics and scientists outside the ISM sector, to have access to the classical authoritative texts In 
Sanskrit, Urdu, Tamil and other regional languages. The policy provides for creating linkages 
between and across sectors to derive maximum advantage from the effective use of this valuable 


knowledge. 


knowledge on local health traditions and use of locally 
in pri i i ilies, tribal people and villagers is 

herbs in primary health care built upon years of experience of families, 

roe nt most with the need for selective validation of such practices. Integration of the 

most significant and useful strategies of ISM and traditional knowledge into the Reproductive Child 

Health Programme has also been incorporated, supported by operational research studies and 


efficacy trials. 


6) Side by side, the protection of the 


r tourism and culture, encourage academic exchange with 


scientific and technological institutions in India and abroad, foster international collaboration with 
countries with an interest in this area, has also been given emphasis in the policy with the objective 
ood and useful in ISM to a much larger constituency. The effort in the 


of propagating what is g ; 
areas reach out to the world, through the Missions abroad, to globalise ISM and build upon 
the opportunities that lie ahead. 


7) The scope for using ISM as plank to furthe 


8) The Policy makes-a strong case for allocating a meaningful share of the Central and State health 
budgets for ISM. It favours the growth of this sector as a useful companion to complement medical 


and health care while pointing to new opportunities where ISM can excel. 


M & H physicians in various National Health & F.W., 


9) The Policy recognizes the role of IS 
for utilizing the human resources and plant based products 


programmes and enumerates strategies 
more effectively. 


10) Special assistance would be paid to the development of traditional medicine in the North Eastern 
States after identifying local and tribal medical practices germane to the region. 


11) The policy seeks to build up the credibility of the ISM sector by encouraging certification and 
quality marking of products to set at rest the present concerns about quality, safety and efficacy. It 
also seeks to make the products of research percolate for the direct benefit of the common man 
while aiming at increased access, commercial viability and global competitiveness. 


12) Legislative changes to cover Nutraceuticals and Food supplements which are neither drugs nor 
food would be introduced. 


e The Drug & Cosmetics Act would be amended to cover intermediate or partially processed 
plant based products. 

e A new Act which targets the ISM sector in a positive way in the area of consumer information 
titled “ISM Product Information, Promotion and Regulation Act” would be introduced. 


13) The policy offers the ISM industry policy support and taxation incentives to acquire high standards 
of manufacture. 


14) The national ISM Policy identifies the ensuing research priorities an based 
research to determine the efficacy of ISM tities and therapies le nen sete and 
standardization. The need to retrieve, review and preserve rare classical manuscripts, which are 
lying scattered in libraries abroad, and in many Indian homes is recognized as another area for 
medico-historical research. Last but not the least the Policy targets research into the fundamental 
a of Ayurveda, Unani and Siddha - a task which should have been taken up many years 


Source: Ministry of Health and Family Welfare, Government of India, 2001 


138 


DRAFT NATIONAL POLICY ON INDIAN SYSTEM OF 
MEDICINE-2001:A CRITIQUE 


V.R. Raman 


BACKGROUND: 


We are a collective of concerned groups, networks and i i i 
_ ‘ , professional working for promotion of 
making health a reality for the vulnerable people of India. We are; © . r 


PEOPLE’S HEALTH CAMPAIGN, U.P 

HEALTHWATCH UP-BIHAR 

UP VOLUNTARY HEALTH ASSOCIATION 

BHARAT GYAN VIGYAN SAMITI, Uttar Pradesh / Uttaranchal 

KRITI RESOURCE CENTRE 

JEEVANEEY SOCIETY 

AKHIL BHARTIYA SHAREER SHODH SANSTHAN 

DEPARTMENT OF SOCIAL WORK, LUCKNOW UNIVERSITY : 

DEPARTMENT OF NATUROPATHY AND YOGA, LUCKNOW UNIVERSITY, LUCKNOW 


And recommendations of various forums, NGOs and individuals like ICPD Forum, Patna, Bihar 
and NGOs and intellectuals Jnarkhand 


We take this opportunity to express our gratitude to Ministry of Health and Family Welfare for 
initiating a separate National Policy on Indian system of Medicine -2001. Perhaps this is for the 
first time that Indian system of Medicine has got a separate status as policy document. This 
draft Policy Document is available on its website for public debate and dialogue though we do 
feel that for a document of this significance and importance it should also be circulated as hard 
copy to all the academic institutions, Universities, Medical colleges and NGO sector for a wider 
debate and comments. We however, feel that the comments and suggestions made on this draft 
will be given due importance in view of public at large. 


While commenting on the Draft National Policy on Indian System of Medicine-2001 we would 
like to reiterate some of our earlier commitments and priorities as referral points for the review 


of draft Policy on ISM-2001. These commitments are; 


National PEOPLE’S HEALTH CHARTER ADOPTED IN PEOPLE’S HEALTH ASSEMBY AT 
Kolkata and the international version of the same adopted at DHAKA 


ALMA ATA DECLARATION 

NATIONAL HEALTH POLICY 1983 And Draft NHP-2001 

NATIONAL POPULATION POLICY 

CONSTITUTION OF INDIA 

mment should strictly adhere to these 


declarations, commitments and promises made to our common people before national 
and international foras. A couple of months back Government of India, Ministry of 


i i i herein there was no 
Health and Family Welfare floated a National Health Policy Ww 
mention of Alma "ans Declaration. Quite some substantial goals set before . during 


: 2000” has been clearly bypassed in the said policy and new vertical 
ae pegs ieee The policy declared about initiating a separate Rove si ee 
system of medicine. While there was stem of pease : ee ‘esa 
will be treated at par with National Health Policy in terms of ot ve egi 
allocation of required resources. Unfortunately, it 1s completely lacking sae 

vision and mission to make health an accessible affordable and appropriate ty 


available for the common people of India. 


praisal of the draft ISM policy 2001 with above references; 


Let us make an ap 
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We would like to put or appreciation towards this policy as under; 


1. 


2. 


Ces. 


The initiative to introduce a separate policy of Indian Systems of Medicine is a 


t idea and worth welcome. ace 
nice the importance of Indian Systems of Medicine / Complementary and 


ici i tems. It 

‘ve Medicine (CAM) and adverse effects of conventional sys , 
iss wk Bie. cae the limitations of Bio-Medical convention 
approach of modern medicine and the growing trend of chronic diseases of life 


les, morbidity and mortality. 
PP Rather recognizes the potential of ISM in healing chronic diseases and 


acknowledges the global experiences of practices of ISM. Ei 
It further intends to revitalize the traditional healing practices, traditional 
knowledge. and intends to re-establish the six systems of Indian systems of 
medicine. 

It gives importance of traditional Indian heritage of wisdom and mastery over the 
life science. 5” 

The acknowledgement of globalization as a concern with a critical view of TRIPS 


and its impact. 
The Recommendation for the doubling of Central Government allocation for ISM. 


The envisaged regulation of the Indian Systems of Medicine. 
The concern about public health, capacity building inter-sectoral convergence of 


modern and ISM and family medicine. 


However, we are disappointed and would like to register our concerns at the draft policy 
on ism 2001: 


1. 


The policy completely ignores the salient detrimental factors of hedlth of common 
people; the food and nutrition, sanitation, safe drinking water, clean 
environment and growing morbidity trends in occupational hazards. 

It also does not recognize the faulty developmental interventions and man made 
hazards and its relationship to evolving morbidly patterns. 

Not recognizing the role of Panchayats in assessing, facilitating, monitoring and 
controlling the ISM health care system. 

The draft ISM policy still looks at state as controlling factor and deciding the 
health system. It does not recognize the need of community mobilization and 
community participation more actively rather putting the people and community 
at passively receiving the state delivered health package. 

The lack of clarity of the real crisis of medical education to recognize the 
hundreds of thousands traditional practitioners of ISM and to promote them by 
initiating smaller courses suited to their needs. 

The draft policy on Indian system of medicine -2001 does not seem to be guided 
by any specific goals towards achieving health (as declared in Health for all by 
2000) needs of poor, tribals, marginalized, and vulnerable people of India. 

It does not recognize its role to fulfill the gaps of National Health delivery system 
in clear terms. . 

It is not responsive to the needs of poor, indigenous people local healers and 
traditional practitioners of ISM in terms of strengthening the ISM system for 
rural population and rural masses where the health care system is still 
unreached. 

The policy takes an uncritical and very modest position on the commercial 
vested interest in the private sector in the ‘abundance of ill health’ with market 
economics overshadowing people’s needs and patient’s rights. 
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THE DRAFT ISM POLICY-2001 
THE ISM POLICY 


‘3 


ANNEXURE 


Draft Policy on Indian Systems of Medicine-2001 
The salient provisions of draft policy and our critique 


“Ayurveda, Homoeopathy, Siddha, 
Unani, Yoga and Naturopathy offer a 
wide range of preventive, promotive 
treatments that are both cost effective 
and efficacious. We are working to end 
the long neglect of this holistic system in 
our national health care strategy. A 
National Medicinal Plant Board has 
been set up to promote cultivation, 
processing, production and 
standardization of herbal products, both 
for domestic and export markets. Steps 
are also being taken to protect our 
traditional knowledge in this area, 
which promises to attract immense 
global attention in the coming years.” 


Pronouncements by Shri K.R. Narainan, 
Hon. President of India 

The Central Council for Health and 
Family Welfare... 

The Council in 1999, recommended 
Inter-alia that at least one physical from 
the Indian systems of medicines and 
Homeopathy (ISM&H) should be 
available in every Primary Health Care 
centre and: that vacancy cause by non- 
availability of Allopathy personnel 
should be filled by ISM&H physician.... 
In 2001, besides reiterating these 
prescription for the ISM sector, the 
council further resolved that the states 
must revisit the subject and identify the 
specific areas where ISM practitioner 
can be entrusted with public health 
functions within the ambit of state 
legislations, The ISM policy reaffirms 
these resolutions of the Central council 
OBJECTIVES 

The objectives of drawing up 4 
separate policy for the Indian Systems 
of Medicine and Homoeopathy is to 
offer these systems to promote good 


The very basis of all thinking and 
pronouncement on ISM & H should be 
towards holistic comprehensive primary health 
care, as envisioned in the Alma Ata 
Declaration. All the policies should be lead by 
Health for all goals and Health policy 1983. 
The ISM & H should be integrated within the 
Primary Health Care system with 
decentralized planning, decision- making and 
implementation with the active participation 
of the community. Focus is shifted from bio- 
medical and individual based measures to 
social, ecological and community-based 
measures. By’ 


The policy in itself seems vague in terms of 
what is good health; What is the present 
status of health of the people and where does 


the policy leads. 
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pee 
2.1 


health and augment health care 
delivery. Issues of access and equity, 
Neutrality in offering services 
hoice are addressed 
through the policy. It is the intention of 
the policy that the extensive 
government funded parallel 
infrastructure set up for the traditional 


system,. 
and expanding c 


system and its thousands of trained 


practitioners are used effectively to 
bolster the public health programme. 
The objective is to promote medical 
pluralism and introduce strategies to 
mainstream the indigenous systems of 
medicine 


FINANCING ISM & H 


The Central council of Health and 
Family Welfare, Parliamentarians, 
educationists, industry and NGOs 
constantly lament that ISM gets only 2% 
of the total health budget of the nation, 
while 98% is incurred on western 
modern medicine. A corrective policy 
needs to be initiated so that ISM can 
fully realize its potential and occupy a 
much larger share of the health services. 
The policy seeks public funding for the 
development of Indian systems of 
Medicine wherever warranted. 
Spreading the resources too thinly can 
only result in substandard education, 
research and inferior clinical outcomes 
Countries.... At the state level funds 
have also to be assigned to set up and 
operationalize Directorate of ISM which 
can give a direction to the policies and 
programmes aimed at making use of the 
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On the one hand the objective of this policy is 
stated to” offer these systems to promote 
good health and augment health care delivery 
‘of medicine. On the other hand it says one of 
the most important objective is to find a 
“niche” for ISM within the Complementary 
and Alternative Medicine (CAM) sector 
burgeoning worldwide. 

It is contradictory and confusing statement in 
itself. This does not put the ISM on a right 
place. Providing a “Niche” within 
Complementary and Alternative Medicine 
(CAM) again puts it on a secondary and 
subordinated position. Why such a rich and 
age-old tried system of ISM is being given the 
status of Complementary and alternative 
medicine. Whose alternative it is? Perhaps the 
Champions of modern medicine gave the 
status by putting Allopathic system aS’ main 
system. and ISM as complementary and 
alternative system. We are once «again 
disrespecting this system by naming it CAM. 


It should not be viewed as a remedy for non- 
communicable diseases rather it should be 
viewed as a solution for holistic healthy life. 

It should be seen as main system at par with 
the modern medicine. 

It should lead to achieve holistic health goals 
as set by Alma Ata declaration. 

The ISM & H is an Indian system originated 
or developed here (as named). Hence it 
should be respected in Indian policies and 
programme both in terms of positioning and 
allocation of resources. It is unfortunate that it 
gets only 2% of the total budget of Health and 
Family Welfare. Even the proposed 
enhancement is for 4% that too in coming 5 
years. Till that Central government proposed 
to directly provide or earmark budgets for 
consolidation of infrastructure, purchase of 
drugs and support for opening - speciality 
clinics and ISM services. ) 

Since there is already paucity of funds why the 
policy seeks to invest on speciality clinics and 
centres to attract the foreign visitors. 

Why not concentrate on popularization and 
promotion of local health practitioners to 
make it a reality for the poor village 
communities. 

It is suggested that at least 25% of the total 
budget should be allotted to ISM & H. If 


systems. The policy, __ therefore, | there are paucity of budget it sh 

advocates that this growth depends on | from wi seit or Si sstcte pene Sa 

financial inputs and policy support from 

Government. ISM shares only 2%of the 

Central Health and Family Welfare 

budget. It should be raised to at least 4% 

of the total Health and Family Welfare 

Plan of the central Government over the 

next 5 years. For the first five years of 

| the New Policy, Central Government 

will directly provide or earmark budgets 

for consolidation of infrastructure, 

purchase of drugs and support for 

7 opening speciality clinics and ISM 
; services. 

[RE ISEDICALEDUCATION( | [eee 
A crucial area for urgent action is | 4.The ISM policy envisages urgent action 
education in ISM, which has problems of | need in systematizing the medical education 
design, structure and methodology and | for teachers and students of graduate level. 
required systematic reorientation of both | This is welcome but why cant’ the policy 
teachers and syllabus. ISM graduates | think about starting low cost shorter courses 
must receive knowledge, training and | of diploma and certificate level to produce 
skills that promote professional and | “Bare Foot “ practioners of ISM. 
skilled service. The admission criteria, | 
syllabus and orientation of the new 
graduated should lead to a_ useful 
practitioner and not a duplicate of the 
modern medicine practitioner. With the 
increasing demand to establish ISM 
courses in foreign countries and for 
foreigners to join ISM in India, there is a 
need to establish centres of excellence 
for ISM. Knowledge of Sanskrit and 
Urdu for teaching and understanding 
Ayurveda and Unani Medicine is an 
essential pre- requisite. The policy 
addresses the need to fill these critical 


gaps. 


The ISM policy further stresses to establish 
centres of excellence to produce doctors to 
serve in foreign countries and to attract the 
students from foreign countries. This should 
be directed towards fulfilling the gap of health 
professionals in Indian system for rural 
masses, where a lot of population remains 
unserved by health care delivery system. 


The policy further emphasizes the need to 
study Sanskrit and Urdu for understanding 
Ayurveda and Unani systems of medicine. 
Why it can’t think of reproducing the 
translated knowledge of these systems to 
other languages so that more people can 
understand it and the system also gets 
demystified for practioners of ISM. 


DRUG STANDARDS, 
REGULATION AND 
ENFORCEMENT 

5.1 | Important policy issues before the sector 


The ISM policy admits its role in ensuring the 
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6. _| MEDICINAL PLANTS 


6.2 


relate to ensuring the safety, efficacy and 
quality of drugs and improving access to 
and rational use of these systems. A 
national policy on the use of ISM 1s 
crucial for defining its role and for 


ensuring that the legal and regulatory | 


mechanisms set up to maintain the 
quality of drugs have been prepared in a 
manner that inspires confidence and the 
Government supports the use of such 
drugs only if they conform to the 
prescribed requirements of quality and 
safety, Special attention would be paid 
to:- 

(i)Completion of Pharmacopoeias for all 
drug-based ISM systems by 2004.... 

(vii) Frequent testing of survey and 
statutory samples to build public 
confidence. 


India identified, as one of the 8 
important global centres for plant 
diversity is immensely rich in medicinal 
and aromatic plants occurring in diverse 
ecosystems. The country has used plants 
based medicine both for primary health 
care and for chronic diseases for 
Centuries. Recently, there is a swing 
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safety, efficacy and quality of drugs and 
improving access to and rational use of these 
systems. It further stresses the need of the 
ISM policy to define the role and for ensuring 
legal and regulatory mechanisms to perform 
its role. It however does not relate with NHP 
and other regulatory provisions already exist 
like Hospital and Nursing homes Registration 
Act, Magic Therapy (Objectionable 
Advertisement Acts. Lot many irrational 
drugs are being advertised as sex stimulants, 
tonics for rejuvenation of vigor and stamina, 
regulation of fertility and sexuality. Why again 
who will be responsible for it and how they 
will perform their role is not clear. 

The policy is further limiting its role to drug 

based systems; it does not speak about non- 

drug practices. 

A rational drug policy on ISM be formulated 
that ensures development and growth of a 
self- reliant industry for production of all 
essential drugs at affordable prices and of 
proper quality. The policy should, on a 
priority basis: 

@ ban all irrational and hazardous drugs; 

@ promote compulsory use of generic names; 

@ regulate advertisements, promotion and 
marketing of all medications based on 
ethical criteria; 

® control the activities of the multinational 
sector and restrict their presence only to 
areas where they are willing to bring in new 
technology; 

@® recommend repeal of the new patent act 
and bring back mechanisms that prevent 
creation of monopolies and promote 
introduction of new drugs at affordable 
prices; 

@ Promotion of the public sector in 
production of drugs and medical supplies, 
moving towards complete self- reliance in 
these areas. | 


It is a matter of great concern that India has 
been identified, as one of the 8 important 
global centres for plant diversity is immensely 
rich in medicinal and aromatic plants 
occurring in diverse ecosystems. The efforts 
should be made to protect, popularize and 
promote this by local initiative, which is 
sustainable. 


6.2 


towards the use of non-chemical drugs 
and a resurgence of interest in the 
medicinal use of plants. In the wake of 
growth in the global and domestic 
demand for medicinal plants, the demand 
for medicinal plants has naturally 
increased. Most of these plants grow in 
the wild as a natural component of 
vegetation of a particular region and 
supply chain in carried out informally... 
Patents on the medicinal use of the 
Indian plants are being filed and granted. 
In order to position the medicinal plants 
sector on the path of quick growth and 
to address all issues related to 
cultivation, post harvest technology, 
processing, manufacturing, research, 
patenting and marketing, a Medicinal 
Plants Board has been set up in 


._| November, 2000 mandated to coordinate 


and help overcome the main weaknesses 
which has affected this sector which 
include absence of a cultivation policy 
for medicinal plants, an inadequate data 
base on requirement for standardization 
in production, packaging...... 

More specially the policy 

e Encourages the cultivation of 28 
plants identified by the 3 expert 
groups 

e Seeks registration of cultivators and 
traders to bring about accountability 
and foster quality consciousness. 

e Seeks to provide technical and 
financial support for venture that lead 
to better process for cultivation and 
preparation of intermediates and 
finished products. 

e Gives a thrust to agricultural, 
scientific and ISM research institute 
to come together to provide improved 
technology _ for production of 
medicines, toiletries, cosmetics, herbal 
teas, fumigation agents, and fertilizers 
ands insecticides through the use ‘of 
medicinal plants. 

e Seeks to refine processes and 
undertake trials on 10 promising 
remedies already identified by the 
national level research councils m 
conjunction with S &T institution and 
industry. This will be achieved 
through the mechanism of the Task 
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6.The policy emphasizes to encourage 28 
medicinal plants identified by the expert 
groups of planning commission. Why not 
encourage all the plants, which have 
indigenous use and have been tried 
traditionally. : 

e Again it encourages the cuiuvation of 
plants that fulfill the need of industry 
producing toiletries, herbal teas, cosmetics 
etc. etc. This is perhaps not the need of 
Indian population for achieving better 
health. ah 

e It is astonishing to note that the policy 
intends to give statutory status to 
Medicinal Plants Board to broker the 
demand and supply of medicinal plants in 
raw and finished form in and outside the 
country. What about the decentralized 
people’s _ participation and role of 
Panchayats on control and benefits of their 
vegetation and cultivation of plants. When 
the Medicinal Plants Board will broker it is 
clear from the earlier paras, whose interest 
it will serve the Industry not the poor 
people. 


force provided with a revolving fund, 
which will be replenished with the sale 
proceeds of technology transfer. 

e Also gives a statutory status to the 
Medicinal Plants Board so that it can 
effectively broker the demand and 
supply of Medicinal Plants within and 
out side the country in the raw as well 
as finished form. 


oz THE ISM INDUSTRY peenaici 
7.1.The ISM industry has grown largely | 7.The ISM policy’s vision looks confusing 


on its own initiative, undertaking its own | when it intends to encourage the ISM industry 
research and development over the | rather than encouraging the practice and 
years. The ISM policy seeks to| system. When it encourages industry _and 
encourage industry and hospitals to | hospital based collaborative research it is 
invest in collaborative research and | doubtful that industry will put people’s need 
clinical trials. The policy supports this | as priority. Industry’s interest will be on 
| through extra- mural project funding | earning more profit rather than making ISM 
subject to ethical and methodology | accessible to poor people. si 
guidelines being observed. 
INTELLECTUAL PROPERTY 
z= RIGHTS (IPR) OF ISM 

Issues relating to intellectual property 
rights are addressed in the policy 
through the establishment of a 
Traditional Knowledge Resource 
Classification and a _ Traditional 
Knowledge Digital library which will 
provide a data base on the medical 
knowledge of Ayurveda, Unani and 
Siddha making it accessible in 4 UN 
languages on the Web. Thus it is hoped 
will forestall the grant of patent for the 
medicinal use of plants used in Ayurveda 
and in other Indian medical system, 
which have been codified and have been 
in the public domain for Centuries. 

There is also a need for policy initiative 
to respond to issues concerning the 
protection. of indigenous traditional 
medical knowledge of natural resources 
(medicinal plants) used in the 
preparation of tribal and folk medicine. 
The increased awareness about the value 
of traditional knowledge and bio- 
diversity resources and the provisions 
relating to natural resources under the 
TRIPS agreement makes it all the more 
important to declare a policy for this 
sector. Traditional medicine....of this 
important sector. 

rs REVITALIZATION OF LOCAL 
HEALTH TRADITIONS 


Establishing Traditional Knowledge Resource 
Classification and Traditional Knowledge 
Digital Library with database on medical 
knowledge of Ayurveda, Unani and Siddha 
will make it accessible in 4 UN languages on 
the Web. What exactly does this mean to poor 
tribals, traditional-healers and low cost ISM 
practitioners in the villages? How will this 
enable them in terms. of updating the modern 
researches and knowledge? It is not clear as 
to how the traditional Ethno, Folk medicinal 
knowledge will be protected from the TRIPS? 


146 


9.1 


62 


11.1 


The revitalization of household health | This is worth welcome initiative 


traditions, folklore and tribal medicine is 
another area, which must be addressed 
under the umbrella of ISM. This is a 
pool of knowledge, which has been the 
mainstay of life in villages. The 
custodians of this knowledge have been 
housewives, traditional health 
attendants........ 

While there is no systematic inventory 
and documentation of folk remedies of 
India, ISM Research Councils have 
painstakingly over 30 years identified 
more than 10 thousand such healing 
practices observed by the survey staff 
looking for medicinal plants in forest 
areas. The policy seeks to undertake the 
proper documentation and _ selective 
validation of these practices. Institutional 
and financial support will be given for 
the effective channelization of this 
knowledge. A sui generis system for 
giving compensation through recognition 
and monetary support will be set up for 
such healers so that the public will also 
be enabled to understand and 
differentiate between authentic 
traditional healers and quacks 

ISM AND REPRODUCTIVE AND 
CHILD HEALTH 


AND 
ISM 


TOURISM 
OF 


MEDICAL 
EXPORT 
PRACTITIONERS 
The policy recognizes that Medical 
Tourism offers opportunity for 
encouraging visitors to this country in 
search of rejuvenation through 
Panchkarma and Yoga. The objective of 
the policy is to standardize such 
facilities, accredit them and give 
encouragement to institutions and 
facilities setup by the private sector so 
that they can be accessed with 


e The inclusion of ISM in RCH programme is 
OK. But why not to other sectors like Nutrition, 
Child health, promotion of health life styles etc. 
Why only selective approach is being taken for 
RCH? 

e All long- term, invasive, systemic hazardous 

contraceptive technologies and trials on women 

bodies. Should be banned from both the public 
and private sector. Urgent measure is initiated to 
shift to onus of contraception away from women 
and ensure at least equal emphasis on men's 
responsibility for contraception. 


il We are afraid making “Yoga” and 
“Panchkarma” a means to attract the foreign 
visitors may result distorted results. It also 
may attract the unleashed private sector to 
glamorize these therapies like beauty parlours 
and body shops. Why not we think of first 
respecting these system in our own setup of 
health care delivery system by mainstreaming 
the ISM rather than getting driven by foreign 


tourism. 


confidence by all. 
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MEDICAL PLURALISM AND 
EXPOSING MODERN MEDICAL 
GRADUATES TO INDIAN 
SYSTEMS OF MEDICINE 
The policy seeks to build bridges and to 
increase communication, collaboration 
| and cooperation across medical system 
without interfering with their individual 
autonomy. The objective is to provide 
short exposure session in MBBS 
‘curriculum to introduce special courses 
for doctors of modern medicine to 
imbibe knowledge of Ayurveda, Siddha, 
Unani, Homoeopathy and Yoga by 
designing courses specially meant for 
doctors. It is felt that a small addition of 
a pool of allopathic doctors conversant 
with not only the concept and 
application of ISM but the actual 
practice of ISM, would help propagate 
the system rather than infringe on the 
rights of the ISM practitioners 
RESEARCH IN ISM 
13.1 | The policy advocate the need for quality 
research and clinical trials in a 
collaborative manner to _ develop 
evidence based support to determine the 
efficacy of ISM and H drugs and 
therapies, to facilitate the validation of 
relevant and promising skills of 
traditional health practitioners, to 
retrieve rare classical literature and 
encourage medico- historical research 
covering Centuries to investigate 
fundamental principles of Ayurveda, 
Siddha and Unani medicine. The 
research agenda concentrate on clinical 
trials; drug standardization pharmaco- 
kinetics priorities would be given to 
research on the _ preventive and 
promotive aspects of ISM. . 


ws 


12.1 


The selective approach to make the MBBS 
students conversant with Ayurveda, Unani, 
Siddha and Yoga looks very short cut system. 
It is quite OK to make them conversant with 
these systems. How will they practice and 
respect in their prescription is not clear. 


Perhaps inclusion of Naturopathy in these 
systems has been omitted by mistake. The 
Naturopathy should be included with these 
systems. 


13. Again the Naturopathy has been omitted. 
This is perhaps one of the oldest systems of 
non- drug therapy, which needs to be 
researched, standardized and _ promoted. 
Hence this should be included in the list of 
research agenda. 


ISM research priorities are based on morbidity 
and mortality profile of the country, and 
details regarding the direction, intent and 
focus of all research programmes be made 
entirely transparent. Adequate government | 
funding is provided for such programmes. 
Ethical guidelines for research involving 
human subjects be drawn up and implemented 
after an open public debate. No further 
experimentation, involving human subjects, be 
allowed without a proper and legally tenable 
informed consent and appropriate legal 
protection. Failure to do so to be punishable 
by law. All unethical research, especially in 
the area of contraceptive research, be stopped 
forthwith. Women (and men) who,. without 
their consent and knowledge, have been 
subjected to experimentation, especially with 
hazardous contraceptive technologies to be 
traced forthwith and appropriately 
compensated. Exemplary damages to be 
awarded against the institutions (public and 
private sector) involved in such anti- people, 
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unethical and illegal practices in the past. 


PA.” | ee EDICINE ©) VS) FoeG NG aA ean 
14.1 | So far, little importance has been given| The emphasis on production of 
to what ISM has to offer in the field of | drugs/products should not be the main aim of 
Veterinary and plant medicine. The | the industry. The use of plants, herbs and 
objective is to encourage research in this | herbal preparations prepared at home should 
area and manufacture of products and | be researched and popularized for common 
consumables which are free of toxicity | use. 

and chemicals and affordable and 
effective in the treatment of animals 

The policy seeks to identify and upgrade 
selected facilities in the country, which 
can become points of interest for the 
tourists and centres of learning education 
in ISM and conduct collaborative 
research. Already such collaboration has 
been entered into with different countries 
and institutions and the objective is to 
make India known as a seat of ancient 
learning in Traditional Medicine. The 
policy enjoins the Indian Missions 
abroad to play an active role in 
propagating ISM. Special investment 
would be made with the objective of 
exposing the ISM community to 
international developments, in teaching 
ISM in medical schools and other 
institutions. While export of 
practitioners to answer an unmet need 
for holistic health care would be 
encouraged, the objective is also to see 
that the fair name of Ayurveda, in 
particular, is not tarnished through short 
cut courses which can only lead to poor 
quality practitioners. A uniform syllabus 
will be developed for institutions abroad. 
Countries seeking the services of 
Ayurvedic _ practitioners would be 
encouraged to look for proper 
registration certificates which 
authenticity would be monitored with 
the Indian Missions abroad. 
Wwolemamercc oe 
Mal... 


15.1 


Once again, the thrust of the policy is to 
export the ISM graduates abroad. On the one 
hand it looks very attractive, as some of the 
ISM graduates will find jobs but is that the 
priority of the policy. This will lead to drain of 
ISM graduated from our country and the 
problems will remain as it is. 


Policy has already mentioned that ISM gets 
only 2% of the total budget of Health and 
Family Welfare. Even with this small budget 
we are going to produce ISM graduates to 
serve abroad. 


On poor people’s taxes money we are 
intending to produce graduates* to serve 
abroad. What about our own requirement 
where a very substantial number of posts are 
fallen vacant and are still vacant and the poor 
population are suffering. 


If at the policy intends to open this 
opportunity for Ayurveda graduates why not 
for students of other systems like Unani, 
Siddha, Naturopathy and Yoga? 


Again one of the important systems of 


Naturopathy has been omitted. Why is this 
neglect for such an age-old system recognized 


Research done by the Central Councils 
for Research in Ayurveda, Siddha, Unani 
and Homoeopathy would be screened 


and_ selectively incorporated in the 
syllabus of UG and PG courses through 


preparation of textbooks. 


worldwide? 
Researches ; 
naturopathy also to ine 


should be encouraged in 
lude in UG and PG 
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courses. 


HOME REMEDY KITS 
As per the provisions of Drug and 
Cosmetics Acts ISM drugs are freely 
available in the market without a sales 
license and can be used by any one 
without prescription. Keeping this mind, 
department in consultation with experts 
of ISM & H has brought out a list of 
medicines for Primary Health Care kit 
covering 27 common ailments. There are 
5,80781 villages in the country. Since 
most villages do not have medical 
practitioners, it is desirable to cover 
these villages with supply of home 
| remedy kits. These kits may be used by 
village Panchayats, primary school 
teacher, village elder, anganwadi 
| workers and community level workers in 
slum areas. A scheme to encourage this 
strategy would be introduced 


G1 


G2 


The use of home remedy kits for ISM & 
separately for Homoeopathy would be 
encouraged for being stocked by 
employees, industry, schools, 
educational institutions ! 
INTEGRATRATION OF ISM & H 
AND NATIONAL HEALTH CARE 
PROGRAMME AND DELIVERY 
SYSTEM | 

e Private allopathic hospitals would be 
encouraged to set up_ specialist 
treatment centres of ISM & H and 
the hiring charges of Vaidyas/ 
Hakims/ Homoeopaths reimbursed 
to such hospitals entering into 
research collaboration protocols 


DEVELOPMENT OF SPECIAL 
AREA- NORTH EAST & NEW 
STATES 
North Easter states rich in flora and 
fauna, are lacking in infrastructure and 
knowledge about ISM as it prevails in 
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Perhaps 


the Policy seems to _ have 
misunderstood the concept of ISM here. For 
making ISM accessible to 5,80781 villages it 
intends to supply the medicine kits by 
purchasing it from the market and storing with 
panchayats, schools, Anganwadi centre etc. 

It also understands that most of the villages 
don’t’ have ISM practitioners. Or medicinal 
plants available within their reach. 


How can govt. ensure regular supply of the 
medicines of this kit and who will pay for it 
and who will benefit by the production and 
sales of such medicine kits, which can be 
easily taught to many of the villagers to 
produce locally or use local herbs. 


In terms of making “Health for all an 
accessible, affordable and appropriate 
reality”, Where does this scheme lead? 


The unchecked growth of the commercial 
private medical colleges and hospitals is 
brought to a halt. Strict observance of 
standard guidelines for medical, standard fee 
structure, and periodic prescription audit to be 
made obligatory. Legal and social mechanisms 
are set up to ensure observance of mimimum 
standards by all private _ hospitals, 
nursing/maternity. homes and _ medical 
laboratories. Prevalent practice of offering 
commissions for referral to be made 
punishable by law. For this purpose a body 
with statutory powers be constituted, which 
has due representation from peoples 
anisations and professional organisations. 


It is appreciated that new states and North 
Easter states are being given special priority 
but why neglecting the BIMARU states? - 


other parts of India. Utilization of 
Medicinal plants, identification of tribal 
medical practices, setting up of 
dispensaries and need based teaching 
institutions for ISM would _ be 
encouraged 


Source: V.R. Raman raman bgvs@yahoo.com 
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